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AGAINST 

THE 

UBIQUITOUS 
HOSPITAL 
STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!-? According to recent in vitro studies, however, these stubborn 
pathogens remain sensitive to CHLOROMYCETIN.?® 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,!® antibiotic-resistant breast abscesses,°!! pneumonia duc to 
antibiotic-resistant staphylococci,!? postoperative staphylococcal enteritis,!3 and septicemia.!4,15 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 


intermittent therapy. 


REFERENCES: (1) Wise, R. 1: J.A.MLA. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958. (3) Caswell, H. T., 
et al.: Surg., Gynec. & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (6) Rover, A., in Welch, H., & Marti-Ibanez, E: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. PB, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Blair, 
J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (9) Horan, J. M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surgeon 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin. Pract. 
11:S01, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, 
H., & Marti-Ibanez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman, 
R., & Yow, E. M., in Conn, H. E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 
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IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTICS* 


CHLOROMYCETIN 96% 


ANTIBIOTIC A 75% 


ANTIBIOTIC B 61% 


ANTIBIOTIC C 50% 


ANTIBIOTIC D 39% 


0 20 40 60 80 100 


*Adapted from Godfrey & Smith.' Staphylococci studied were strains isolated from 28 patients in a general hospital. 
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ADVERTISEMENTS 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


“,..this patient did not receive any transfusion of blood or 
any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 

12.2 gm. within less than 3 weeks. Concomitantly with the 

hematologic improvement there was clinical improvement 

and subsidence of the initial primary symptoms [unusual 
fatigability, dyspnea, palpitation on exertion].”? 


“,..she had an excellent response with a reticulocyte peak 
of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.”2 
(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.; Louis, J., and Limarzi, L. R.: M. Clin. North America 
(Jan.) 1958, p. 3. 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician’s directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, Imferon. 

IMFERON® is distributed by Lakeside Laboratories, Inc., under license 
from Benger Laboratories, Limited. 
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6 ADVERTISEMENTS 


IN URTICARIA AND PRURITUS 


HYDROXYZINE PAMOATE 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 

of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 

antiallergic activities are concerned... {hydroxyzine] has been found, | 
by comparison, to be the most potent thus far...” 
“The most striking results were seen in those patients with chronic 

urticaria of undetermined etiology.’ 

PLUS 

PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 

The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 

confirmed in a series of 479 patients suffering from a wide variety of 

dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 

lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 

and rosacea. “Adverse reactions were minimal.’ 


RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 

1. Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. 


2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 
8. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Science for the world’s well-being 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6,N. Y. 
*Trademark 
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ADVERTISEMENTS 


In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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ADVERTISEMENTS 


all 


YCIN 


SUCCINYLSULFATHIAZOLE—NEOMYCIN SUSPENSION WITH PECTIN & KAOLIN 


etiology 


@ MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc. 
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ADVERTISEMENTS 9 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—-Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 


by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 Grisble, #g- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sul th dazi; New England J. Med. 
3. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
*Reg. U.S. Pat, Off. 


j 
| | sulfamethoxypyridazine Lederie 
t tet 
a 
| 
= 


Exactly how 
does new Halodrin* restore the 
“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- | 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 

On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethinyl estradiol is about 2 to 2% times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 

Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. 


STRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY 
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Estradiol mcg./24 hrs. 


Endogenous estrogen secretion (meg./24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 


Average daily secretion, 
premenopausal 


Average daily secretion, 
postmenopausal 
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Days from ovulation 


MAJOR 


(Grade I and II) 


sing “combined drug 

PLAQUENIL. or Aralen® as maintenance therapy. 
With Plaquenil or Aralen alone 62% grade | and II 4 
improvement. (Scherbel, A.L.; Harrison, J.W., and 
Atdjian, Martin: Cleveland Clin. Quart. 25:95, 

April, 1958. Report on 805 patients with 

rheumatoid arthritis related diseases.) 


Reasons for Failure: © 

1. Treatment discontinued too soon ibercentage 
patients ‘improved increases substantially 
after fi rst six months). 
Patients i in relapse after prolonged steroid therapy 
are-resistant to. Plaquenil or Aralen treatment 
for several months. 


Plaquenil ‘sulfate is supplied i in tablets 
of me, bottles of 100. 


Lp LABORATORIES 


— 
Dose: Initial — 40U to bUU mg. 
Maintenance — 200 to 400 mg. 
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__ with the introduction of CORTONE® (cortison 


_ Today, MERCK SHARP & DOHME proudly 


presents the crowning 
achievement of the first corticosteroid 


_decade—DECADRON (dexamethasone) 


a new and unique compound, which | 


-_ brings a new order of magnitude | 


corticosteroid, therapy 


treat more patients more effective 


CK SHARP & DOHME 


opened ten years ago 
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References: 


1. Boland, E.W.: California Med. 

88:417 (June) 1958. 

2. Bunim, J.J., et al.: Arthr. & 

Rheum. 1:313 (Aug.) 1958. 

3. Boiand, E.W., and Headley, 
: N.E.: Paper read before the Am. 
Rheum. Assoc., June 21, 1958, 

San Francisco, Cal. 

4. Bunim, J.J., et al.: Paper 

read before the Am. Rheum. 

Assoc., June 21, 1958, San 

Francisco, Cal. 


In Anti-Inflammatory Potency 


DECADRON “possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’’! and is ‘“‘the 
most potent steroid thus far synthesized.’’2 Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocortisone; 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’'3 In a number of cases, doses as low 
as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


In Elimination and Reduction of Side Effects 


Virtual absence of diabetogenic activity, edema, sodium 
or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!.2.3.4 Other ‘‘classical”’ 
reactions were less frequent and less severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
‘“‘peculiar’’ side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. Thus DECADRON 
introduces a new order of magnitude in safety, 
unprecedented in corticosteroid therapy. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 

of improvement in many patients, previously treated with 
prednisteroids,3 and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.34 


In Therapeutic Range 


More patients can be treated more effectively with DECA- 
DRON. Its higher anti-inflammatory potency frequently brings 
relief to cases resistant to other steroids. Virtual freedom 
from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 
fluid retention allows effective therapy of many patients with 
cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of therapy 
to numerous patients who could not tolerate other steroids. 
And a healthy sense of well-being, reported by nearly all pa- 
tients on DECADRON, assures greater patient cooperation. 


| 


To treat more patients more effectively 


in all allergic and inflammatory dis 


amenable to corticosteroid therap) 


DOSAGE AND ADMINISTRATION 


With proper adjustment of dosage, 
treatment may ordinarily be 
changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


+ + 4 
One 4 mg. One 5 mg. One 20 mg. One 25 mg. 
tablet of tablet of 
tablet of tablet of 
methylprednisolone or prednisolone or 
SUPPLIED: 


As 0.75 mg. scored penta- 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is available to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Cc., Inc. 


Qo) Merck Sharp & Dohme hitadelphia 1, Pa. 
*. Division of Merck & Co., INC. 
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The great corticosteroid era 

opened ten years ago 

with the introduction of CORTONE® (cortisone). 
Today, MERCK SHARP & DOHME proudly 
presents the crowning 

achievement of the first corticosteroid 
decade—DECADRON (dexamethasone) 

—a new and unique compound, which 
brings a new order of magnitude 

to corticosteroid therapy 


DEXAMETHASONE 
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ADVERTISEMENTS 13 


ACHROCIDIN 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient’s history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CuHECcKs SYMPTOMs: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for AcHRocIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 
Each Tablet contains: 
ACHROMYCIN® Tetracycline 


Phenacetin 
Caffeine 


Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 


ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) 

Pyrilamine Maleate ... 

Methylparaben 

Propylparaben 


Bottle of 4 oz. 


multifarious sequelae 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


i 
t 
‘ 
Salicylamide 150 me. 
15m 
g. 


to relieve 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 

Jan. 11, 1958. 

DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. .. . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 


and treatment of toxemia.” 
DOSAGE: one or two 500 mg. tabiets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Oiurit is a trademark of Merck & Co., fac 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. €p 
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reduction edema, 
weight, blood pressure, 
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ANY INDICATION FOR DIURESIS IS AN INDICATION FOR N DIVRIL 
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CLINICAL BRIEFS 
FOR MODERN PRACTICE 


ADVERTISEMENTS 


which patients 
with noncalculous 
gallbladder 
disease 

should undergo 
surgery? 


Essentially those who are not 
relieved by a prolonged trial 
period of medical management. 
Source—Lichtenstein, M. E.: GP 
16:114 (Oct.) 1957. 


for medical, preoperative, 
postoperative management 
of biliary disorders 


“therapeutic bile” 


DECHOLIN® and 
DECHOLIN SODIUM’ 


corrects biliary stasis 


Hydrocholeresis with DECHOLIN 
produces abundant, thin, free- 
flowing, therapeutic bile. This 
flushes thickened bile, mucous 
plugs and debris from the bili- 
ary tract. 


NY AMES COMPANY, INC. 


Elkhart, Indiana 


Ames Company of Canada Ltd. 
Toronto | 


44758 
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ADVERTISEMENTS 17 


in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 


ay WALLACE LABORATORIES, New Brunswick, N. J. 
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thank you, 


Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4, More rapid clinical response 
5. Unexcelled toleration 


COSA-TETRACY 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS ; 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.) drop, calibrated dropper, 

(for pediatric or long- 2 oz. bottle 10 cc. bottle 

term therapy) 
COSA -TETRASTATIN* COSA -TETRACYDIN* 

glucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline-analgesic- 


antihistamine compound 
For relief of symptoms and malaise of the 
common cold and prevention of secondary 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- complications 
cyn (with 250,000 u. nystatin) 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and orange) —each capsule con- 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
Cosa-Tetracyn (with 125,000 u. nystatin), 2 oz. caffeine 30 mg.; salicylamide 150 mg.; buclizine 
bottle HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 

W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 

Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 

Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 

E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 

ab al - eee, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 
uly 
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PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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ADVERTISEMENTS 


yribenzamine’ EXPECTORANT 


breaks cough 


even persistent cough 


Patient, factory worker, 
age 43, had suffered for 
months with persistent, 
dry cough, which he termed 
“smoker's hack.” 


Cough frequently 
interrupted his sleep, 
causing him to be nervous, 
irritable; his job efficiency 
was impaired. 


Chest X-ray was negative 

and the plant physician 
prescribed PYRIBENZAMINE 
EXPECTORANT with 
Ephedrine. Patient noticed 
almost immediate relief— 

a week later felt 
‘considerably better.’’ 


Pyribenzamine Expectorant with Ephedrine provides a unique combination of antitussive agents, 
which work three ways at once to break up the persistent cough: Pyribenzamine relieves histamine- 
induced congestion throughout the respiratory tract; ephedrine relaxes the bronchioles and makes 
breathing easier; ammonium chloride liquefies mucus, relieving dry cough and promoting productive 
*xpectoration. 

Supplied: Pyribenzamine Expectorant with Ephedrine, containing 30 mg. Pyribenzamine citrate (equivalent to 20 mg. 
Pyribenzamine hydrochloride), 10 mg. ephedrine sulfate and 80 mg. ammonium chloride per 4-ml. teaspoon. 


Also available: Pyribenzamine Expectorant: with Codeine and Ephedrine, same formula as above 
with the addition of 8 mg. codeine phosphate per 4-ml. teaspoon (exempt narcotic). C I B A 


Pyribenzamine® citrate (tripelennamine citrate CIBA) 2/2659un SUMMIT, N. Jd. 
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Relieve moderate or severe pain Sumboals 
Reduce fever OF 


Alleviate the general malaise of PROVEN 
upper respiratory infections PAIN 


RELIEF 
‘TABLOID’ 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


de 


Codeine Phosphate ...... 
Phenobarbital ......... 
Acetophenetidin ........ 
Aspirin (Acetylsalicylic Acid) 


Codeine Phosphate ............. gr. % 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) ....... gr.3% 


‘TABLOID’ 


EMPIRIN COMPOUND 


Aspirin (Acetylsalicylic Acid) ....... gr.3% 


Aspirin (Acetylsalicylic Acid)... .... gr.3% 


*Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


™  #...from moderate to severe pain complicated by tension, anxiety and restlessness. 
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ADVERTISEMENTS 


whenever 
he 
Starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets i 


There’s nothing easier to give 
or take- 

than Delectavites. 

A real treat... 

the children’s favorite... 
tops with adults, too. 


jum... .5 me. 
“ver unre 
ose: One Nugget per day 
Supplie’ Boxes of 30-one 
WHITE LABORATORIES, INC, Boxes of 90-three 


KENILWORTH, N. J. 


2! 
: 
eet 
i 
é Vitamin B-12 Activity......3 meg. 
FOLIC MB. 4 
Calcium Carbonate........125 mg. 
MR 
MAN@anese 1.0 ME. 
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ADVERTISEMENTS 


Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the ‘almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Decongestant Action. Through 
the action of Triaminic, nasal patency 


TRIAMINIC PLUS TRIPLE SULFAS 


Each Tablet and each 5 ml. teaspoonful of 


Suspension contains: 


(phenylpropanolamine HCl. 12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 

Trisulfapyrimidines U.S.P, 0.5 Gm, 


is achieved rapidly and dramatically. 


Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action. Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially, followed by | tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska + Peterborough, Canade 
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The Upjohn Company, Kalamazoo, Michigan 


If you were to examine these patients 


* 
| M € d rol P Probably not. Not without a history. 


could you 
detect 
the asthmatic on 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even‘your practiced clinical eye would find it difficult 
to spot someone else’s Medrol patient. 


i Medrol 
But in your own patients, you could see the advantages —/* _ nits tne disease, | 
of Medrol right away. Why not try it? but spares the ’ 


SrRADEMARK, REG. U.S. PAT. OFF.— METHYLPREONISOLONE, UPJOHN 
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CLINICAL all Staph 
RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 

> ‘Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were 
aureus and Staph. albus. Tao has its grea 

Usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 


biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 


» gonococci, Hemophilus influenzae. 4 


effective 
control of 
common 
 gram- 
posttive 


Infections 


NEW YORK 17, N. ¥.- 


Ches. Pfizer Co, inc. THEWoRLDS 


eee 


Per cent of “antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin’ and chloramphenicol.1 


100 

BE chloramphenicol 

3 erythromycin 25 
penicillin 

> 

REACTIONS: 

(a) adults (b) children 

Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash—1.4% Skin rash —none 

(3 out of 217) Gastrointestinal — 

Gastrointestinal — 0.6% (1 out of 167) 

7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 
tained blood levels » high urinary concentrations 
¢ outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New Yi 
Medical Encyclopedia, inc., 1958, p. 476. 
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Supplieds vials of 


amide, mg. He), 6. 25 mg: 13 


(700, 


suite 


and upper respiratory infections 


antibistanfinic 


tain penicillin V ty chirb ty agterial_. 


Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall' states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews? reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,’ “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde® feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions... 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 
and at no extra cost to your patients 


Each Theragran Capsule supplies: 


+ 1,000 U.S.P. units 
Thiamine Mononitrate. . . . . 10mg. Also Availablz: Liquid, bottles 
Riboflavin. + + 10mg. of 4 ounces; THERAGRAN Junior bottles of 


+ «ime 30 and 100 capsules; and THERAGRAN-M 


Niacinamide . ..... 
« 


Pyridoxine Hydrochloride . . . 
Calcium Pantothenate. . . . . 
Vitamin B,, Activity Concentrate . 


(Squibb Vitamin-Minerals for Therapy), 
s « « me bottles of 30, 60, 100 and 1,000 capsule- 
- « Smeg. shaped tablets. 


Dosage: 1 or more capsules daily as indicated. 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000, 


References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B, 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct, 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818, 


Squibb Quality—The Priceless Ingredient 


“Theragran’® is a Squibb trademark. 
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ADVERTISEMENTS 


provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 

of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 
higher blood levels 

than with any other penicillin given 


LILLY AND COMPANY -« 


INDIANAPOLIS 6, 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 

V-Cillin® K (penicillin V potassium, Lilly) 


INDIANA, U. 


S.A. 
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Female Hirsutism 


Study of Chromatography of 17-Ketosteroids 


ROBERT E. BOLINGER, M.D., and 


ROSEMARY SCHREPFER, M.D., Kansas City 


Female hirsutism is a problem not infrequently 
encountered in clinical practice. Unfortunately, re- 
gardless of the cause, once a true hirsute condition 
is established, the removal of the cause usually does 
not reverse the hirsutism. Thus, from the standpoint 
of treatment, the important consideration is not so 
much reversal of the hirsutism but the diagnosis and 
treatment of any underlying disease process. 

The records of 34 females with hirsutism are sum- 
marized in Table I. This cannot be considered as a 
representative cross section of hirsute females seen in 
practice because of the selection of patients in the 
endocrine clinic. Albright! states that in only one 
case out of 100 hirsute females without virulism can 
an endocrine cause be demonstrated. In those patients 
showing virulism an endocrine cause should always 
be considered as seen by the six cases in this series 
showing virulism where adrenal disease was present 
in four and ovarian disease in two cases. Four of the 
six cases showed elevation of the urinary 17-ketoste- 
roid excretion. It should be noted that an elevation 
of the 17-ketosteroid excretion above 20 mg. per 
day occurred in one case of ovarian disease and in 
eight cases of adrenal disease, so the finding cannot 
be considered pathognomonic for adrenal disease 
alone. On the other hand, a normal value for 17- 
ketosteroid excretion is not uncommonly found in 
patients with adrenal disease showing Cushing’s syn- 
drome exhibited in two cases here. 


Study supported in part by a grant-in-aid from the United 
States Public Health Service. 


Having identified the cause of the hirsutism in 
cases with elevated 17-ketosteroid excretion, one is 
still presented with the bulk of the females not show- 
ing virulism for which diagnostic procedures are less 
definite. Of the known conditions the sclerocystic 
Ovary was associated with hirsutism in six cases in 
this series. This is to be expected clinically by the 


Clinical experience with this method 
of paper chromatographic separation of 
the androgen is not yet extensive enough 
to merit its extensive use in diagnosis. 
In general, the appearance of strong 
peaks in Group III (more polar steroids) 
strongly suggests adrenal hyperactivity 
producing increased glucocorticoids o7 
the exogenous administration of corti- 
coids, while peaks in Group I strongly 
suggest that hirsutism is on an endocrine 
basis since potent androgens are being 
produced in excess. Case 26 shows fea- 
tures of both the sclerocystic ovary and - 
adrenal hyperfunction and in this re- 
spect is similar to a case reported by © 
others. 

The peaks found in Group I in two - 
hirsute patients with the Stewart-Morel 
syndrome suggest an endocrine distur- 
bance in this condition. 
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TABLE I 

HIRSUTE PATIENTS 

Case Ageof 17 
No. Age Diagnosis Onset KS Virulism Obesity Diabetes 
1 40 Cushing’s Syndrome-Adrenal Hyperplasia 25 37 Absent Present Present 
2 34 Cushing’s Syndrome-Adrenal Hyperplasia 32 12 Absent Absent Present 
47 15 Cushing’s Syndrome-Adrenal Hyperplasia 11 25 Absent Present Present 
3 32 Cushing’s Syndrome-Adrenal Hyperplasia 28 20 Absent Slight Present 
4 34 Cushing’s Syndrome-Adrenal Hyperplasia 31 27 Absent Slight Present 
5 47 Cushing’s Syndrome-Adrenal Adenoma 42 14 Absent Slight Present 
6 14 Adrenogenital Syndrome-Hyperplasia 3 50 Present Absent Absent 
7 42 Adrenogenital Syndrome-Adrenal Adenoma 40 80 Present Absent Absent 
8 18 Adrenogenital Syndrome-Hyperplasia Birth 80 Present Absent Absent 

9 35 Adrenogenital Syndrome-Carcinoma of 

Adrenal 15 53 Present Absent Present 
10 40 Adrenal Rest Tumor of the Ovary 31 13 Present Present Present 
11 28 Adrenal Rest Tumor of the Ovary 26 7 Present Present Present 
68 38 Sclerocystic Ovary (Operated ) 30 12 Absent Moderate _— Absent 
22 21 Sclerocystic Ovary (Operated) 18 22 Absent Absent Absent 
12 22 Sclerocystic Ovary (Suspected) 18 8 Absent Absent Absent 
81 20 Sclerocystic Ovary (Operated ) 16 6 Absent Absent Absent 
82 20 Sclerocystic Ovary (Suspected) 12 7 Absent Absent Absent 
13 27 Sclerocystic Ovary (Operated ) 13 7 Absent Absent Absent 
77 38 Stewart-Morel Syndrome 25 6 Absent Marked Present 
14 38 Stewart-Morel Syndrome 11 7 Absent Present Present 
27 50 Stewart-Morel Syndrome 40 8 Absent Present Present 
89 65 Stewart-Morel Syndrome 50 7 Absent Marked Absent 
15 65 Stewart-Morel Syndrome 45 8 Absent Marked Present 
16 15 Familial 13 8 Absent Absent Absent 
17. 27 Familial 22 9 Absent Absent Absent 
87 33 Idiopathic 13 9 Absent Present Absent 
18 32 Idiopathic 25 5 Absent Marked Present 
19 20 Idiopathic 12 6 Absent Absent Absent 
20 34 Idiopathic iJ 7 Absent Absent Absent 
21 26 Idiopathic 16 6 Absent Absent Absent 
23 45 Idiopathic, large colloid goiter 13 8 Absent Present Absent 
24 25 Post poliomyelitis 24 6 Absent Absent Absent 
25 30 Post poliomyelitis 28 Absent Absent Absent 
26 38 Dilantic medication, convulsive disorder 36 6 Absent Present Absent 


history of menstrual irregularity since menarche, ste- 
rility, and hirsutism without virulism. The 17-keto- 
steroids were elevated in only one of these six pa- 
tients. 

Eighteen patients in this series fall into the groups 
with known ovarian or adrenal disease. Another 16 
patients remain who do not fall into either of these 
categories and in whom no gross abnormality of 17- 
ketosteroid excretion is demonstrable. Although some 
of the 17-ketosteroids are androgenic, there is a great 
variation in the androgen effect of the different 17- 
ketosteroids as determined by bio-assay. Thus, for a 
given value of 17-ketosteroid excretion, it is possi- 
ble to have either high or low androgen value, so 
in hirsute patients with norma! 17-ketosteroid excre- 


tion, it might be of value to know the type of steroid 
present. 

Actual identification of the steroid by chemical pro- 
cedures is a tedious task and cannot be used routine- 
ly. Savard® has described separation of the 17-keto- 
steroids by paper chromatography. When the com- 
pounds are arranged in a list in order of migration 
rate, on paper, it is noted that the 17-ketosteroids 
fall roughly into three groups as shown in Table II. 
Group 1—Those migrating rapidly include com- 
pounds of the highest androgenicity and which in 
the female may arise from the adrenal cortex. Group 
2—Those migrating in the middle range include 
compounds of moderate androgenicity, which arise 
from the adrenal cortex. Group 3—Those migrating 
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TABLE II 
17 Ketosteroid R,* Androgenicity** 
Group 1 
Etiocholane-3a, 118-diol-17-one 0.048 
11-Hydroxyandrosterone 0.10 
At-Androsten-11-ol-3,17-dione 0.10 300 
Etiocholane-3a-ol-11,17-dione 0.26 
Group 2 
Etiocholane-3a-ol-17-one 0.70 Inactive 
Etiocholane-38-ol-17-one 0.70 
Dehydroisoandrosterone 0.70 300 
Group 3 
Androsterone 1.00 100 
i-Androstanolone 
A*t-Androstene-3, 17-dione 1:7 100 
A}l-Androstene-3,17-dione 2.0 
Androstane-3,17-dione 25 
Etiocholane-3,17, dione 2.5 


* According to Savard." 
** Amount required to equal 1 I.U. of biological activity.* 


in the slow range include compounds of low andro- 
genicity, which arise largely from conversion of hy- 
drocortisone in the liver and contain the 11-oxy 
group. 

Thus the order of migration on the chromatogram 
corresponds roughly with the androgenicity of the 
compounds. 


HIRSUTISM & HYPEROSTOSIS 
IN FEMALES 


#27 
HIRSUTE FEMALES 


i7 KS Gammos/ 24 Hrs. 


#89 


'7KS Gammas/24 Hrs 


ba 


10 
Rr 


17K S Gammas/24 Hrs 


Paper chromatography was carried out on urine ex- 
tracts from 20 patients shown in Table III, using a 
system of heptane-propylene glycol and determining 
the amount of 17-ketosteroid material present in each 
spot on the paper strip (expressed as dehydroisoan- 
drosterone). The migration of the spot was measured 
and compared to a standard of testosterone and ~ 


NONHIRSUTE 
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Figures 1, 2, 3, and 4. The 17-ketosteroids found in the urine extracts are shown in the figure in the order of 
their migration on paper with the system of heptane- -propylene glycol. The 17-ketosteroids are expressed as mic- 
rograms of dehydroisoandrosterone. The migration is expressed as R., on the abscissa, assuming an arbitrary mi- 


gration of 1.7 for the standard androstenedione. 


Solid bars indicate 17-ketosteroid in the alpha fraction and the open bars indicate 17-ketosteroid in the beta 


fraction. 
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drostenedione and the values expressed as Ry assum- 
ing an arbitrary value of Ry = 1.7 for androstenedi- 
one. The_steroids were then divided into the three 
groups at Ry = 0.5 and Ry = 1.0 as described above. 


Results 


The results of the paper chromatographic separa- 
tion of the 17-ketosteroids are shown in Figures 1, 2, 
3 and 4, The mobility of each fraction is shown on 
the abscissa, and the amount as determined by elution 
is shown on the ordinate. Quantitative recovery of 
17-ketosteroid material from the paper chromato- 
grams was not complete, largely because a certain 
amount of chromogenic material remains near the 
starting point on the paper and cannot be separated 
by this method from the urinary pigments which al- 
so occupy about the same area. Certain uncontrolled 
factors within the method permit an interpretation 
of the mobility of the spots only over a fairly broad 
range; in the diagram shown it is probably only valid 
to consider the spots as occurring in one of three 
ranges of mobility described above. 

In Figure 3 it is noted that considerable variation 
occurs among young males, but in general two spots 
are for the alpha fraction. It is also noted that four 
of the six showed a distinguishable peak in the beta 
fraction also, in either the low or the middle range. 
A definite identification of such spots cannot be made 
with this method, but the spot appearing in the 
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middle range of mobility is most likely that of etio- 
cholanolone, which is non-androgenic, and the spot 
which occurs in the higher range at mobility near 1 
or above is probably androsterone—which is highly 
androgenic. Of the peaks occurring in the beta frac- 
tion in the middle range the most likely metabolite 
is dehydroisoandrosterone which is mildly androgenic. 

Figure 4 shows the chromatograms from non-hir- 
sute females where there are generally much lower 
peaks than those found in the males and no peak in 
the rapid or highly androgenic range. Among the 
female patients, two showed a spot in the low mobil- 
ity range not seen in the male group. This spot prob- 
ably corresponds to an 11-hydroxy-17-ketosteroid. 

It is noted in Figure 1 where the chromatograms 
from three hirsute patients show the Stewart-Morel- 
Morgagni syndrome, that two of these patients 
showed moderate peaks in the range well above 
Ry = 1.0 similar to A*-androstenedione, and the other 
patient shows peaks not any different from the peaks 
of the normal female pattern. It is of interest to know 
that the first two of these patients had diabetes, 
whereas the third patient did not. 

In Figure 2, cases 79, 81, and 26 are from surgical- 
ly proved cases of sclerocystic ovary. Two of these 
showed patterns which were no different from that 
of the normal female, whereas the third one—Case 
26—showed a fairly strong beta peak in the low 
mobility range and significantly higher peaks in the 


TABLE III 
17 KS 
Case Age Sex Clinical Features mg./24 hr. % Beta 
27 50 F Hyperostosis cranii and hirsutism 8.7 27 
77 38 F Hyperostosis cranii and hirsutism 71 10 
89 65 F Hyperostosis cranii and hirsutism 7.0 10 
79 38 F Sclerocystic ovary and hirsutism 12.1 6 
81 20 F Sclerocystic ovary and hirsutism 6.6 — 
26 22 F Sclerocystic ovary and hirsutism 22.0 14 
82 20 F Suspected sclerocystic ovary and hirsutism 13 11 
47 15 F Cushing’s syndrome, adrenal hyperplasia hirsutism 25.0 10 
83 15 F Case 47 after cortisone treatment 22.0 13 
87 36 F Idiopathic hirsutism 9.3 4 
119 30 y Idiopathic hirsutism 6.0 10 
15 50 F Normal, non-hirsute tz 9 
113 40 F Normal, non-hirsute 12.0 6 
118 45 F Normal, non-hirsute 12.3 10 
112 50 F Normal, non-hirsute 10.3 4 
70 23 M Normal 9.0 10 
71 21 M Normal 8.6 10 
72 22 M Normal 9.7 7 
73 23 M Normal 7.3 3 
74 21 M Normal 12.5 12 
75 22 M Normal 10.0 9 
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moderately androgenic range than are ordinarily seen 
in female patients. This finding, in view of the fact 
that the total 17-ketosteroids found in this patient 
were high both before and after operation, strongly 
suggests that adrenal disease may also be present; 
however, no gross abnormality was noted in the 
adrenal at the time of operation, insofar as gross ab- 
normalities can be identified by this procedure. 
Gallagher et al.® have reported four cases of the 
sclerocystic ovary in which urinary 17-ketosteroid 
chromatograms were characteristic of hyperadrenal- 
ism. Greenblatt et al.1° have reported a case of sclero- 
cystic ovary with features of adrenal hyperfunction. 
Cases 82, 87, and 119 shown in Figure 2 are classed 
as idiopathic hirsutism because of the fact that no 
specific diagnosis has been made. These three cases, 
however, with respect to the heights of the peaks oc- 
curring in the middle range, are more characteristic 
of the male pattern. The strong peaks in the low 
range suggest that the androgens are adrenal in 
origin. This is consistent with an adrenal origin for 
these androgens. The strong peak in the low range 
is consistent with the increased production of corti- 
coids and their breakdown in the liver to 11-hydroxy 
17-ketosteroids. This was borne out by the 17-hydroxy 
corticoid excretion of 18 mg. in 24 hours. After cor- 


tisone administration the only change was appearance 
of a higher beta peak in the lower range. 


The Endocrine Clinic 
University of Kansas Medical Center 
Kansas City 12, Kansas 


References 


1. Albright, Fuller: Diseases of the Ductless Glands, 
Textbook of Medicine, Cecil and Loeb, W. B. Saunders, 
Sixth Edition, p. 727. 

2. Bolinger, R. E., and Delp, M. H.: Medical considera- 
tions in adrenal surgery, Ann. Int. Med. 46:662, 1957. 

3. Stein, I. F., and Cohen, M. R.: Surgical treatment of 
bilateral polycystic ovaries—amenorrhea and sterility, Am. 
J. Obstet. and Gynec. 38:465, 1939. 

4. Dorfman, R. I.: Biochemistry of the androgens, the 
hormones, pincus and thimann, Academic Press, 1948, Vol. 
I, p. 467. 

5. Savard, Kenneth: Some theoretical and some practical 
aspects of partition chromatography of ketosteroids, Rec. 
Prog. in Horm. Res. 9:185, 1954. 

6. Hirschman, H.: Steroids of urine of ovariectomized 
women, J. Biol. Chem. 136:483, 1940. 

7. Lieberman, S., and Dobriner, K.: Steroid excretion in 
health and disease, I. Chem. Aspects, Rec. Prog. in Horm. 
Res. 3:71, 1948. 

8. Burstein, S.; Savard, K., and Dorfman, R. I.: In vivo 
metabolism of cortisone, Endocrinology 52:448, 1953. 

9. Gallagher, T. F.; Kappas, A.; Hellman, P.; Lipsett, 
M. B.; Pearson, O. H., and West, C. D.: Adrenocortical 
hyperfunction in “idiopathic’’ hirsutism and the Stein-Leven- 
thal syndrome, J. Clin. Invest. 37:794, 1958. 

10. Greenblatt, R. B.; Manantou, J. M.; Clark, S, L., and 
Rosenberg, A. P.: Suppression of adrenal cortical activity 
in treatment of menstrual disorders, Metabolism 7:25, 1958, 


1859 


Kansas Medical Society 


National Conference on Rural Health 
Wichita, Kansas 
Mareh 5-7, 1959 


100th Annual Meeting, Kansas Medical Society 
Topeka, Kansas 
May 3-7, 1959 


1959 


» 


| 


Is the Bladder Ruptured? 


Prompt Recognition and Treatment Necessary as a 


JOHN W. WARREN, JR., M.D., Wichita 


In the old days, urological textbooks listed the 
two most common causes of ruptured bladder as in- 
jury during “drunkeness’” and by being gored by a 
bull. Nowadays perhaps there is less ‘‘drunkeness,” 
and definitely there is less goring by bulls, so most 
ruptured bladders are caused by the automobile. 

Usually some other injury is also present, such as 
another ruptured viscus or fracture of the pelvic gir- 
dle. A ruptured viscus including the bladder neces- 
sitates immediate diagnosis and care as a life-saving 
measure. Since fractures usually will not kill the pa- 
tient, their treatment may be deferred if more serious 
things are found to be present. Therefore, with any 
fractured pelvis, the question should be “Is the blad- 
der ruptured ?” 

Often a patient with a lacerated bladder has a 
fractured pelvis, and pain in the lower portion of 
the body may be attributed to the fracture. Rupture 
of a full bladder frequently allows urine to escape in- 
to the peritoneal cavity, but, more commonly, the 
urine extravasates extra-peritoneally and dissects the 
peritoneum away from the abdominal wall posteriorly 
and anteriorly. This results in a doughy feeling of 
the abdominal wall and dullness to percussion. At- 
tempts by the patient to void may be futile or produc- 
tive of bloody urine. If voiding is impossible, cath- 
eterization is mandatory. With this the risk of infec- 
tion is present, but if the bladder is not ruptured the 
infection is easily controlled. When rupture is pres- 
ent, immediate surgery is indicated if the patient’s 
condition will allow it, and the possible infection is 
of lesser importance. 

Many physicians believe that a difference between 
a measured amount of sterile water injected into the 
bladder and that removed determines the presence 
of a ruptured bladder. I have never been satisfied 
with this maneuver, feeling it is much better to ob- 
tain an x-ray of the bladder region, filling the blad- 
der with 200 cc. of sterile 5 per cent sodium iodide 
solution, and to obtain a cystogram. Frequently extra- 
vasated dye is easily seen. However, an x-ray of the 
bladder region after the removal of the dye by catheter 
will always show the dye in the perivesical tissues if 
the bladder is ruptured. I believe this is the best means 
of identifying this condition. 

Old urological textbooks state that patients with 


Life-Saving Measure 


bladder laceration untreated more than 72 hours will 
invariably die. With present day antibiotics, free use 
of whole blood, and adequate anesthesia, this is not 
always the case. Recently a man with a ruptured blad- 
der was treated surgically eight days after his accident 
and is well and happy today. However, therapy 
should be administered as soon as the patient is able 
to withstand surgery so that morbidity can be held to 
a minimum. 


We must all bear in mind that rup- 
tures of the bladder will be found only 
if we look for them. Any patient with a 
fractured pelvis should be presumed to 
have a lacerated bladder until proven 
otherwise. The diagnosis is established 
most clearly by cystogram and an x-ray 
of the bladder area after opaque dye 
has been removed. Treatment consists of 
draining the extravasated blood and 
urine, preventing further extravasation, 
and repairing the bladder wall. Treat- 
ment should be instituted as soon as the 
patient’s general condition permits. 


Treatment has three purposes: (1) to drain the 
extravasated urine, (2) to prevent further extravasa- 
tion of urine, and (3) to repair the laceration in the 
bladder wall. These are listed according to their im- 
portance. Suprapubic exposure of the bladder is car- 
ried out with removal of the extravasated blood and 
urine by suction. Rubber drains are placed lateral to 
the bladder on the side of the rupture and into the 
prevesical space. A mushroom catheter is placed in 
the bladder to insure good drainage, and the bladder 
laceration is closed. With judicious use of antibiotics, 
blood, and supportive treatment, such patients do 
surprisingly well. 

The following case reports are illustrative. 

Case 1, F. H., 17-year-old boy, was involved in an 
auto accident at some distance from this city. X-rays 
revealed multiple fractures of the pelvis. A catheter 
was inserted and left indwelling after bloody urine 
was obtained. On the third day after the accident, 
he was transferred to a hospital in this city. Cysto- 
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Figure 1. At left, cystogram showing full bladder compressed by extravasated urine and blood. At rig 


ht, blad- 


der area after opaque dye has been removed. Note the extravasated dye in the left pelvic area. 


grams were made immediately and extravasation was 
easily seen after the dye had been removed from the 
bladder (Figure 1). Surgery revealed one laceration 
in the anterior wall of the bladder and one in the 
right lateral wall. These were closed, the bladder was 
drained by suprapubic catheter, and rubber tissue 
drains were placed in the pelvis for drainage. With 
use of whole blood and antibiotics, his recovery was 
uneventful. 

The next case is an unusual one tn which the 


local hospital where raultiple fractures of the pelvis 
were found by x-ray examiration. A large amount of 
blood was seen coming frora a rent in the anterior 
wall of the vagina. A catheter inserted into the blad- 
der obtained bloody urine. The vagina was packed, a 
transfusion was started, and she was brought to this 
city by ambulance. Surgery was dore after several 
more transfusions to combat shock. Laverations in the 
anterior and posterior walls of the bladder were 
found and repaired, the bladder was drained by a 


diagnosis was obvious. suprapubic catheter and the pelvis by rubber tissue 
Case 2, Mrs. D. P., 47-year-old housewife, was drains. Her recovery was uneventful. 

driving a pick-up truck on a gravel rcad. She lost con- rae © 

trol cf the vehicle which turned over in a ditch, The, Wichita Clinic 

throwing her against a fence post. She was ta’sen toa = Wichita 8, Kansas 


A Call from the President 


“Every ten years during this century there has been a White House Conference con- 
cerned with the Nation’s children and youth. The first such conference, called by Presi- 
dent Theodore Roosevelt, was held in 1909. These conferences have contributed much 
to our present recognition of the importance of children and youth and their full develop- 
ment to our national future. 

“A new decade will soon begin, and I am, therefore, directing that a sixth White 
House Conference on Children and Youth be held in March 1960. The rapidly changing 
times in which we live, and the increasingly fast pace of change, make it incumbent upon 
us to do everything we can to plan ahead and to see that we prepare today’s children well 
for life in tomorrow's world. . . .” 
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Neraval 


An Ultra-Short-Acting Thiobarbiturate for Intravenous Use 


PAUL H. LORHAN, M.D., Torrance, California, and 


KASUMI ARAKAWA, M.D., Kansas City 


In the field of intravenous anesthetics the thiobar- 
biturates have assumed a prominent place. Methitural 
sodium or Neraval® is the most recently introduced 
member of this class of compounds. 

Neraval® is the sodium salt of 5-(1-methylbutyl-5 
(2-methylthio) -ethy) -2-thiobarbiturate. The essential 
difference from thiopental is the presence of the 
methylthioethyl radical which is present in methio- 
nine, an essential amino acid which has been shown 
to have a protective action on the liver. 


Methitural Sodium 
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Neraval® is a pale yellow, crystalline powder readi- 
ly soluble in water. The aqueous solution is clear and 
has a pale yellow color which has a strong sul- 
furous odor and a pH of approximately 9.8. 


Pharmacology 


The anesthetic potency of Neraval® is approxi- 
mately two-thirds that of thiopental sodium. O’Herli- 
ty! and others have demonstrated that the induction 
dose and total dosage is 1.7 times that of thiopental. 
Nevertheless, it is of interest that even with the total 
dosage greater than that of thiopental the recovery 
time is much shorter.* Respiratory depressant effects 
were considered to be much less than those of thio- 


pental. 
Clinical Data 


Neraval® is prepared in either a 2.5 per cent or 
5 per cent solution and is administered via the most 
suitable vein. Clinically we have used Neraval in 


From the Section of Anesthesiology, University of Kansas 
Medical Center, Kansas City. Since this paper was written, 
Dr. Lorhan has moved to California and is now with the 
Department of Anesthesiology, Harbor General Hospital, 
Torrance, California. 


262 cases. A 2.5 per cent concentration was used in 
169 patients and a 5 per cent concentration in 93 
cases. Neraval® may also be used rectally in a 10 per 
cent concentration. 

Neraval® was used intravenously in patients of all 
age groups, the youngest being 9 months and the 
oldest 87 years of age. Table I gives the age groups 
and the sex classification. 


Methitural, an ultra-short-acting thio- 
barbiturate, was used clinically in 262 
patients of all age groups. The awaken- 
ing time following use of this anesthesia 
is variable but clinically appears to be 
quicker than that of thiopental. Methi- 
tural has a sparing effect upon the res- 
piration in that the tidal exchange and 
minute volume are not depressed. Be- 
cause of the parasympathomimetic ef- 
fect of methitural, coughing is frequent- 
ly seen during induction of this anes- 
thesia. 


TABLE I 
SEX AND AGE DISTRIBUTION 

Total number of cases 262 

Males 107 

Females 155 

262 
Under 1 year of age (9 months) 1 
1 -10 10 
11-20 36 
21-30 28 
31-40 40 
41-50 35 
51-60 49 
61-70 43 
71-80 18 
81-90 (oldest 87) 2 
262 
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TABLE II 
PREOPERATIVE COMPLICATIONS 


1. Metabolic 14 
Obese (50 pounds or more) 
Diabetic 

2. Respiratory 17 
Emphysema 
Asthmatic 
Tuberculosis 
Fibrosis 
Atelectasis 

3. Cardiovascular 33 
Hypertension (sys. P. 200 mm. Hg. or 

over ) 1 
Hemoglobin (below 60 per cent) 
Myocardial ischemia 
Recent coronary 
Syphilitic heart disease 
Atherosclerotic heart disease 
Rheumatic heart disease 
Arrhythmias 

A-V Block 3 
Atrial Fibrillation 
Premat. Vent. Cont. 1 

4. Miscellaneous 8 
Cirrhosis of liver 
Uremia 
Cachexia (carcinomatosis ) 
Senile dementia 
Eclamptic 
Glaucoma (acute) 
Cortisone therapy 


No attempt was made to select only good risk 
patients. In Table II are listed all the pre-operative 
complications. Neraval® was used in five asthmatic 
patients. One patient who had severe asthma devel- 
oped an acute asthmatic attack during induction of 
anesthesia. In four others the anesthetic was in- 


TABLE III 
SUPPLEMENTAL AGENTS USED WITH 
NERAVAL® 
Neraval® alone 11 
Nitrous oxide-oxygen 215 
Nitrous oxide-ether-oxygen 17 
Cyclopropane 16 
Fluothane® 3 
262 
Relaxant 97 
Succinycholine 75 
Flaxadil 20 
d-tubocurare 2 
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duced smoothly and quickly and the patients under- 
went surgery without difficulty. 

Neraval® may be used as the sole agent in minor 
surgical procedures such as dilatation and curettage. 
This is not desirable, and it is recommended that 
a supplemental agent such as nitrous oxide (70 per 
cent) (30 per cent) oxygen be used. For relaxation 
a muscle relaxant may be used. Table III lists the 
number of patients in whom a supplemental agent 
and a relaxant were used. 

The duration of anesthesia varied from 12 min- 
utes to 6 hours and 45 minutes. The majority were 
under two hours. Table IV lists the duration of anes- 
thesia and the number of patients in each group. 

Neraval® was used in an unselected group of surgi- 
cal cases. The type of cases may be seen in Table V. 

In this series induction dose averaged 410 mg. 
with an induction time of four minutes. The total 
average dose was 888 mg., and the operating time 
was approximately 120 minutes. The largest amount 


TABLE IV 
DURATION OF ANESTHESIA 
Time in Minutes No. of Cases 
1-15 (shortest 12 min.) 5 
16-30 39 
31-45 23 
45-60 31 
61-90 47 
91-120 37 
121-150 22 
151-180 23 
181-210 5 
211-240 6 
241-270 12 
271-300 2 
301 plus (longest 405) 10 
262 


given was 2,750 mg. for an operation lasting ap- 
proximately four hours. In 37 dilatation and curet- 
tage patients in whom the same agents were used, 
we averaged 426 mg. for an induction dose time of 
3 minutes and a total dosage of 758 mg. with an 
average operating time of 29 minutes. These pa- 
tients required, on an average, 5.4 mg. per pound 
per minute. 

The majority of these patients were responding to 
their names upon leaving the operating room. The 
patient with 2,750 mg. was awake, rational, speak- 
ing coherently, and well oriented as to time and place 
in two minutes. However, a second individual who 
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TABLE V 


I. General Surgery 
Head and Neck 3 
Thoracic 23 

Extrapleural i8 
Intrapleural 5 
Abdominal 44 
Upper 19 
Lower 25 
Abdominal Extra 13 
Extremity 11 
Miscellaneous 5 

II. Gynecology 
Abdominal 10 
Pelvic 7 
Vaginal 52 
Caesarian 1 

III. Ear-Nose-Throat-Dental 
Mastoidectomy 
Tympanoplasty 
T-A 


Caldwell-Luc 
Laryngoscopy-Esophagoscopy 
Laryngectomy 
Exploration of facial nerve 
Myringotomy 
Excision Nasa! Tumor 
Excision Pharyngeal Cyst 
Stapes Mobilization 
Dental Extraction 
Geaito-Urinary 
Panendoscopy i 
Urethrotomy 
Prostatectomy 
Nephrectomy 
Cystolitheotomy 
Penile Biopsy 
Neuro-Surgery 
Arteriogram 
Craniotomy 
Ligation Carotid Artery 
Meningocele Repair 
Plastic 
Skin graft 1 
Dressing change 
Plastic Revisions (graft, scars, etc. ) 
Tendon Repair 
Neck dissection, exc. of cyst 
Resection of Mandible and Biopsy 
Parotidectomy 
Glossectomy 
Resection of Palate 
Excision Ca. nose 
Revision of Stenotic Nose 
Orthopedic Surgery 
Closed reductions 
Arthrodesis 
Excision of ganglion 
Excision of malleolus 
Wire nailing of leg 


wD 


99 


70 


28 


31 


11 


262 


received a total dosage of 1,050 mg. without a sup- 
plemental agent for a 55-minute operation was not 
completely oriented for 80 minutes following sur- 
gery. The awakening time in nine elderly obese pa- 
tients was prolonged and averaged approximately 56 
minutes. The average total dosage in these patients 
was 1,308 mg. with an average operating time of 73 
minutes. 

During induction of anesthesia coughing was noted 
in 15 patients, laryngospasm in three, vomiting in 
four, and hiccoughing in three patients. 

During anesthesia the respiratory rate did not 
vary more than four per minute and the tidal ex- 
change appeared to be normal. The blood pressure 
and pulse remained fairly stable. A fall in the systolic 
pressure of 40 mm. Hg. or more occurred in 50 pa- 
tients. This was mostly in general surgical patients 
in whom blood loss was excessive. 

Postoperative complications were minimal. Imme- 
diate postoperative vomiting was seen in 12 pa- 
tients, and over 48 hours in one patient. Table VI 
lists the postoperative complications. 


TABLE VI 
POSTOPERATIVE COMPLICATIONS 


1. Vomiting 13 
a. More than 24 hours 1 

2. Nausea 3 

3. Hypotension 2 

4. Hiccough 1 

5. Mentally confused 2 


One death occurred 24 hours after surgery in a 67- 
year-old male who had had a splenectomy for hemo- 
lytic anemia. He received a total dosage cf 250 mg. 
of Neraval® supplemented with cyclopropane. During 
surgery his blood pressure dropped from a 210 mm. 
Hg. systolic pressure to 90 mm. Hg. and his diastolic 
pressure from 90 mm. Hg. to 70 mm. Hg. Autopsy 
showed an acute myocardial infarction. 

Venous irritation was not noted with a 2.5 per 
cent concentration. Three patients complained of pain 
and burning during the induction with a 5 per cent 
concentration. No evidence of phlebitis was seen 
postoperatively. 

Neraval® and ultra-short-acting thiobarbiturate clin- 
ically possesses certain desirable attributes. The awak- 
ening time, as determined from cessation of anes- 
thesia to the time patients are able to understand 
spoken commands and oriented as to time and place, 
is definitely shorter on a time basis than that of thio- 
pental. The incidence of nausea and vomiting is mini- 
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mal. Due to its parasympathomimetic action the inci- 
dence of coughing during induction is higher than 
when thiopental is used. 

Neraval® clinically seems to have a sparing effect 
on the respiration. The tidal and minute volumes 
were studied in three patients. The average respira- 
tory rate before surgery was 16, the tidal volume 265 
cc. and the minute volume 4,225 cc. Following in- 
duction with Neraval® the respiratory rate averaged 
20 per minute, tidal volume 355 cc., and minute 
volume 6,900 cc. At the end of surgery the respira- 
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tory rate was 19 per minute, tidal volume 410 cc., 
and the minute volume 7.670 cc. per minute. 


Section of Anesthesiology 
University of Kansas Medical Center 
Kansas City 12, Kansas 
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Nursing Care 


Analysis of Need for Nurses and Program 


ROBERTA E. FOOTE, R.N., M.A., Topeka 


Probably everyone would agree that nursing care, 
like medical care, is a service valued by the American 
people and by the people of Kansas. We would have 
to agree, too, that many people in Kansas are not 
receiving as much nursing care as they need, nor is it 
always of the highest quality. We know some of the 
reasons why this is true. 


Reasons for the Nursing Shortage 


1. More people can afford hospital care and are 
receiving it. From 1941 to 1956, the number of 
Americans covered by hospital insurance increased 
from 12,312,000 to 115,949,000 (Figure 1). It is 
estimated that 123,000,000 were covered in 1957.1 

2. New hospital beds have been made available. 
In Kansas, new general hospitals or new wings have 
been built to accommodate 3,350 additional patients 
since 1947. Facilities for 586 more patients were un- 
der construction at the beginning of 1958.2 Other 
new general hospitals or wings are being planned. 
These figures do not include the replacement of any 
old facilities nor any construction of federal hos- 
pitals. 

3. There has been a demand for nurses in new 
fields. When we were children, our family doctors 


Miss Foote is director, Public Health Nursing Section. 
Division of Local Health Services, Kansas State Board of 
Health, and chairman, Committee to Study Nursing Needs 
and Resources in Kansas. 


Proposed to Combat Shortage 


did not have nurses in their offices. Although by far 
the largest number of registered nurses in Kansas 
are still employed in hospitals, the next highest group 
is employed by physicians. In the physician’s office, 
a nurse can give excellent and satisfying service both 
to the physician and to his patients. This demand for 
her service, however, like the demands of other 
groups such as industry, makes it even harder to staff 
those new hospital beds. The fields of work of active 
registered nurses in Kansas are shown in Figure 2.8 

4. Opportunities in other fields make it difficult to 
recruit enough young people into nursing. For ex- 
ample: Two young friends of mine were married 
soon after graduating from high school in 1956. The 
wife obtained a position as a secretary at a salary 
equal to what we were paying our beginning public 
health nurses at that time. Her husband was uriving a 
milk truck and received a salary equal to that of the 
highest paid public health nurse in the state, which 
requires a master’s degree plus years of increasingly 


The distribution of nurses, like the 
distribution of physicians, is a subject 
that is receiving attention nationally and 
on a state basis. An outline of the attack 
on nursing problems in Kansas is pre- 
sented. 
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GROWTH OF HOSPITAL, SURGICAL, AND REGULAR 
MEDICAL EXPENSE PROTECTION 


1944 1946 1946 1950 1952 1954 1956 


Figure 1 


responsible experience. ‘“Why spend the time to be- 
come a registered nurse?,’’ many people ask. 

5. Nurses are carrying added responsibilities. They 
are doing many things formerly done only by physi- 
cians and many things which were not being done at 
all because they had not yet been discovered. Notes 
from a talk given by Lucile Petry Leone illustrate the 
need for the nurse to be a skilled member of a skilled 
team.* She needs a scientific background to under- 
stand and carry out the indicated treatments. In addi- 
tion to being a kindly person, she needs a scientific 
understanding of the dynamics of human behavior 
and of how she may use herself constructively in or- 
der to give the patient the emotional support he needs. 

“Mr. Holt, age 26, entered our unit on July 4, 
with great hope and much apprehension. Our first 
aim was to help him adjust psychologically, as well 
as physically, to the scientific environment and his 
medical condition. 

“The first week, information about his defect and 
his physical condition was obtained. The physician 
talked with the patient and Mrs. Holt about the op- 
erative procedure and about the risks involved. De- 
spite the danger, both Mr. and Mrs. Holt felt that 
the operation was desired. The hospital chaplain 
spent much time with the Holts during this period 
also, at their request. 

“Before surgery, Mr. Holt was taught to deep 
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breathe and cough as he would need to after his op- 
eration. He practiced breathing in the oxygen croup- 
ette. The other machines which would be in his room 
postoperatively were explained to him. There was the 
electrocardiogram machine, the portable x-ray, the 
chest suction, mucous suction, emergency cart for car- 
diac resuscitation, tracheotomy set, venesection set and 
the oxygen croupette. 

“Mr. Holt was accompanied to the operating room 
by one of the nurses he knew, and the surgeon talked 
with the family after the operation was over. When 
Mr. Holt returned to the ward, his needs included 
attention to two intercostal tubes; two simultaneous 
intravenous injections; antibiotics; vital signs includ- 
ing blood pressure, oxygen flow and suctioning. The 
nurse needed to assist with x-rays, electrocardiograms, 
and catheterization. He was turned hourly and en- 
couraged to cough and to do deep breathing exer- 
cises. The nurse also prepared and administered medi- 
cations for pain and restlessness. 

“The demand for nurses who are prepared to give 
this type of care is growing daily and constitutes a 
challenge to nursing education to help meet this need. 

“People need deep understanding and expert care. 
And to illustrate what is meant by understanding 
care, let us look at Mr. Clark. He has arthritis at 
home. The Public Health Nurse visits him daily to 
give his bath. Mr. Clark has excruciating pain when 
he is moved. Mrs. Clark says that when Miss A. 
comes to give him his bath, she can hardly calm him 
down for five or six hours afterwards. When Miss B. 
comes to give his bath, he is usually composed and 
sleeps a little while afterwards. Both nurses give ex- 
pert care. Mrs. Clark says that when Miss B. comes 
to the part that hurts the worst, the turning, she al- 
ways says, ‘Now let me know when you ate ready to 
turn,’ and sometimes she waits as much as ten min- 


SUMMARY OF SELECTED FIELDS OF WORK OF 
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utes. Miss B. knows that the doctor feels that Mr. 
Clark must learn to live with his pain. She knows 
that Mr. Clark must feel that it is something within 
him and not forced on him from the outside. She 
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applies that principle when she waits for him to say, 
‘Now I am ready to bear it.’” 


Nursing Efforts to Meet the Needs 


Nurses have tried to meet the needs for their serv- 
ice. Figures 3, 4, and 5 indicate the steadily increas- 
ing ratio of professional nurses to population from 
1910 to 1956 and the small but steady increase in 
the number of registered nurses in hospitals from 
1950 to 1955. 

In order to make these increases possible, a con- 
tinuous effort to recruit students and to prepare facul- 
ty to teach them has been necessary. The number of 
students enrolled in state-approved schools of nurs- 
ing in the United States has increased from 85,156 
in 1940 to 109,904 in 1956, an increase of over 20 
per cent.7 In Kansas, while the number fluctuates 
from year to year, there has been a consistent in- 
crease in nursing graduates from about 350 in 1947 
to over 450 in 1958.8 
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Realizing that it would not be possible to prepare 
enough professional nurses to give all of the care to 
increasing throngs of patients, Kansas nurses have 
worked with other groups to establish four schools 
of practical nursing: The Florence Cook Depart- 
ment of Practical Nurse Education, Department of 
Nursing, K. U. Medical Center; the Wichita Public 
School of Practical Nursing; the Topeka Public 
School of Practical Nursing, and the Dodge City 
Public School of Practical Nursing. Figure 5 shows 
the growth of practical nurse students from the or- 
ganization of the Florence Cook Department in Au- 
gust, 1951, to the spring of 1958.° 
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Needs Still To Be Met 


In spite of our best efforts, however, many nurs- 
ing problems remain. Physicians and hospital admin- 
istrators are concerned about nursing service and 
nursing education. The medical auxiliary is con- 
cerned because the students they sponsor do not re- 
turn to work in the hospitals where they were trained. 
Blue Cross-Blue Shield has been worried about find- 
ing nurses to staff the home care programs they wish 
to sponsor. (However, Mr. Sam Barham, executive 
director, recently stated his conviction that nurses 
can be found for this service when the rest of the 
team is ready.) The Kansas State Board of Health is 
worried because fully qualified public health nurses 
cannot be found to fill vacancies either on the state 
or local level. The K. U. Department of Nursing is 
worried because it has been impossible to recruit a 
faculty member qualified to help prepare public 
health nurses in Kansas. Nurses themselves are con- 
cerned about all these problems which prevent peo- 
ple from having the best nursing care. Therefore, 
the boards of our three nursing organizations, the 
Kansas State Nurses’ Association, the Kansas League 
for Nursing, and the Kansas State Board of Nurse 
Registration and Nursing Education, decided to find 
out what other people are doing and what we can do 
to solve them. 


How Other States Are Solving Their 
Nursing Problems 


The nurses learned that since 1946, all but seven 
of the 48 states have conducted state-wide nursing 
surveys. Through these studies they have gained in- 
formation which is helping them meet their needs. 

In Nebraska in 1951, for example, facts brought 
out in the survey indicated that the shortage of pro- 
fessional nurses would be doubled by 1960; that a 
smaller per cent of high school girl graduates enter 
nursing schools in Nebraska than for the country as 
a whole; and that 30 per cent of the students drop 
out before graduation. Better recruitment, more schol- 
arships, and a study of how nursing students might 
make better adjustments through an adequate counsel- 
ling program were among the 27 recommendations 
for action. The study of withdrawals may prove to 
be the most constructive of these Nebraska recom- 
mendations since well-selected students in good nurs- 
ing schools who find satisfaction in their work are 
the best recruiters. A quotation on the summary re- 
port states: “Action without study is fatal; study 
without action is futile.”’1° 

Some states have learned about their need for more 
licensed practical nurses and have used this informa- 
tion as a basis for developing schools. With four 


schools already established in Kansas, we need to 
know how and where these nurses are being em- 
ployed and whether more schools for licensed prac- 
tical nurses are needed. 

Some states have learned of the need for more 
postgraduate nursing education and have taken steps 
to solve this problem. This is one of the urgent prob- 
lems we have in Kansas. A number of our nursing 
school faculty members are working on their master 
degrees in other states. It is not possible for them 
to obtain an advanced nursing degree in Kansas. 


Proposed Study of Nursing Needs and 
Resources in Kansas 


The boards of the three nursing organizations 
(the Kansas State Nurses’ Association, the Kansas 
League for Nursing, and the Kansas State Board of 
Nurse Registration and Nursing Education), after 
considering the results of surveys in other states, be- 
lieved that finding out more facts about nursing in 
Kansas would be the first step in determining an- 
swers. 

In January, 1957, therefore, they requested help 
from the Public Health Service and appointed a 
working committee to make plans for a survey of 
nursing needs and resources in Kansas. When Miss 
Eleanor Stanford, nurse consultant, Division of Nurs- 
ing Resources of the Public Health Service, came to 
plan with us in response to this request she said, 
“Research may not produce more nurses but it can 
produce nurses with more time.” We feel sure that 
she was thinking of more time to give the kind of 
nursing care which physicians want for their patients, 
which nurses would like to give, and which patients 
would find satisfying. 


Progress in Getting the Survey Started 


Since April, 1957, when the Committee to Study 
Nursing Needs and Resources in Kansas first met, 
much has been accomplished. 

During the fall of 1957, the survey was discussed 
at the annual conventions of the Kansas State Nurses’ 
Association and of the Kansas League for Nurses. 
The Kansas State Nurses’ Association voted to assess 
each of its members one dollar for each of the next 
two years. This will amount to more than $6,000. By 
August 30, 1958, $1,700 had been turned over to 
the committee and more was available. The Kansas 
League for Nursing endorsed the survey and ap- 
pointed a committee to explore how it could help. 
The Kansas State Board of Health contributed 
$1,100. 

A fund raising committee was appointed of which 
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Mr. Waldo Wilmore, executive secretary of the Kan- 
sas Tuberculosis and Health Association, is chair- 
man. Plans are rapidly becoming concrete enough to 
present to those groups having a stake in nursing 
and wanting to help underwrite the survey budget 
for 1959. 

Many committee meetings have been held. Three 
of these were with allied professional and community 
groups. In addition to the nurses, those present or in- 
vited included representatives from the following 28 
professional groups, official and voluntary agencies, 
and leading state-wide organizations. 

Those in italics have been represented at one or 
more meetings. Their representatives have expressed 
a great deal of interest and have made excellent sug- 
gestions to guide the technical nursing committees. 

Kansas Medical Society 

Women’s Auxiliary Kansas Medical Society 

Kansas Hospital Association 

Blue Cross-Blue Shield 

Kansas State Board of Health 

Kansas State Department of Social Welfare 

Home Economics Division, Kansas State College 

State Board of Vocational Education 

Kansas Federation of Licensed Practical Nurses 

Kansas State Student Nurses’ Association 

American Red Cross 

Kansas Association for Mental Health, Inc. 

Kansas Division, American Cancer Society 

Kansas Heart Association 

National Foundation for Infantile Paralysis 

Kansas Tuberculosis and Health Association 

American Legion Auxiliary 

Kansas Council of Churches 

Kansas Congress of Parents and Teachers 

Kansas State Teachers’ Association 

Kansas Council for Children and Y outh 

Kansas Federation of Women’s Clubs 

Tokepa Council of Social Agencies 

Kansas Conference of Social Work 

Kansas Foundation for Private Colleges 

Kansas State Chamber of Commerce 

Kansas Legislative Council 

Kansas State Department of Labor. 

The following objectives have been adopted for 
the survey TO PLAN FOR BETTER NURSING BY : 

Finding the existing number of nursing personnel 
in all areas of nursing service and nursing education 
in various parts of the state. 

Trying to determine how many nurses and aux- 
iliary nursing service personnel are needed. 

Finding what preparation nurses have for their 
current jobs and whether this preparation is ade- 
quate; if not, what preparation is needed and how 
can it be obtained ? 
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Selecting areas of nursing which need further 
study, such as nurse utilization or a study of staff 
turnover. 

Arranging ways in which the nurses, allied pro- 
fessions, and other people in the community can 
work together to meet needs for nursing service and 
nursing education which are brought out by the sur- 
vey. 

Office space has been provided by the Kansas State 
Board of Nurse Registration and Nursing Education. 
Mrs. Carmelita Smith, formerly psychiatric nursing 
consultant with the Division of Institutional Man- 
agement, Kansas State Department of Social Welfare, 
has been working part time as the survey director 
since February 26, 1958. 

Ten technical committees from the various fields 
of nursing each held two meetings in Topeka dur- 
ing the spring of 1958 to make recommendations 
for collecting the necessary data and to formulate 
questionnaires which were sent out during the fall 
of 1958. 

Miss Eleanor Stanford, nursing consultant from the 
Public Health Service, came to Kansas again in April 
and in November to help evaluate progress, com- 
plete questionnaires, set up a timetable for complet- 
ing the study, and tabulate data. We hope to com- 
plete the fact finding and be ready to write the re- 
port by January 1, 1959. After the facts are known, 
recommendations and plans for implementing them 
will be made and discussed with the interested pro- 
fessional and consumer groups. It is only as we find 
ways to act on the recommendations that our goal 
of providing better nursing for Kansas will be real- 
ized. 

Nurses do not believe that federal funds should 
be spent to survey nursing needs. We do think 
that state-wide surveys such as this, using all of the 
information already collected and finding what is 
not available, can be useful as a basis for action. We 
believe that it is the responsibility of the nursing 
profession to plan cooperatively with the community 
to meet the need for nursing service and nursing 
education. We will continue to welcome questions, 
comments, and suggestions from physicians, our oth- 
et co-workers, and community groups. 

Nurses share the hope of a Chinese ambassador 
who was presiding over a committee of the World 
Health Organization. To open the meeting he said, 
“I hope that when our deliberations have been com- 
pleted, they will be like a well-blended omelet. If 
not, they may turn out to be only a collection of hard- 
boiled eggs.” 


State Office Building 
Topeka, Kansas 


(Continued on Page 563) 
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Maternal Mortality Report 


The patient was a 33-year-old white primipara who died in a general hospital with 
clinical diagnosis of endometritis due to term pregnancy with fetal death in utero three 
to four days prior to labor. An autopsy was obtained, the autopsy diagnoses including 
“endometritis, necrotizing, acute ; acute inflammatory reaction in the adnexa; early necrosis 
of the liver.” 

The medical history was not significant and the patient received good prenatal care. 
There were no complications prior to hospitalization. She went two weeks over her cal- 
culated due date, and on the last visit to the office the fetal heart was audible. On the 
following day the patient experienced sharp cramping pains and was admitted to the 
hospital with ruptured membranes. A slight bloody show and loss of dark fluid were 
noted and a diagnosis of fetal death was made. Labor failed to develop and the follow- 
ing day, because of the development of an acutely distressing family situation, the patient 
insisted upon dismissal from the hospital undelivered. Although it was not called to the 
attention of the physician at the time of her dismissal, the record showed her temperature 
to be 99.2 degrees. 

Four days later the patient developed sudden chills and fever and she was readmitted 
to the hospital appearing cyanotic and seriously ill. At that time her temperature was 
104 degrees and she was having irregular contractions. Consultation was obtained and 
adequate doses of antibiotics were administered. The red count and hemoglobin were not 
significantly altered. 

On the following day she went into labor and was delivered of an infected stillborn 
infant weighing 5 pounds, 4 ounces. Her labor was considered to be normal and the 
blood loss immediately attending delivery was estimated at 500 ccs. Shortly after delivery, 
however, the patient went into profound shock and expired rapidly despite the admin- 
istration of 2,000 ccs. of blood, 1,000 ccs. of Dextran, oxygen, and other supportive 
measures. 

Committee opinion: It was felt that the cause of death was a combination of over- 
whelming sepsis and shock due to hemorrhage. Initially several seemingly inconsequential 
factors brought about the sequence of events leading to death and, therefore, initial re- 
sponsibility must be shared by the patient, the nurse in attendance, and the physician. 
The patient’s insistence upon leaving the hospital against advice undoubtedly precipitated 
the terminal illness. The nurse who noted the slight elevation of temperature undoubted- 
ly considered it not worthy of reporting to the physician, but it must be assumed that it 
was the earliest indication of impending trouble. The physician in turn was placed in a 
position of distressing but inescapable responsibility. Had uterine culture been taken at 
the time of the first hospital discharge (certainly an unlikely and unusual procedure), 
and had antibiotics been started, the outcome might have been different. Had the uterus 
been etnptied earlier, the subsequent events would probably not have transpired. 

The majority of members felt the physician could not reasonably be censured; since 
the temperature elevation at the time of dismissal was not ordinarily significant, that the 
routine use of antibiotics was of doubtful desirability, and that the induction of labor at 
the time of first admission was not clearly called for at that moment. 

Classification: Obstetric death, preventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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Today we have so much hurrying to do, and we 
hear and see so much about the commercialized as- 
pect of the Christmas season, that we are apt to lose 
sight of the true meaning and significance of Christ- 
mas. There are, however, a few reminders of the 
real Christmas spirit, and it is well if we take a lit- 
tle time from our busy schedules to thoughtfully 
contemplate the season we are entering. Perhaps it 
will be more meaningful as a result. 

“.. . mumerous indeed are the hearts to which 
Christmas brings a brief season of happiness and en- 
joyment. How many families whose members have 
been dispersed and scattered far and wide, in the 
restless struggle of life, are then reunited, and meet 
once again in that happy state of companionship and 
mutual good-will, which is a source of such pure 
and unalloyed delight, and one so incompatible with 
the cares and sorrows of the world, that the religious 
belief of the most civilized nations, and the rude tra- 
ditions of the roughest savages, alike number it 
among the first days of a future state of existence, 
provided for the blest and happy! How many old 
recollections and how many dormant sympathies, 
Christmas-time awakens!” (Charles Dickens) 

“A Greeting. I salute you: There is nothing I can 
give you which you have not; but there is much, 
that, while I cannot give you, you can take... No 
heaven can come to us unless our hearts find rest in 
it today. Take Heaven . . . No peace lies in the 
future which is not hidden in the present. Take 
Peace .. . The gloom of the world is but a shadow; 
behind it, yet within our reach is joy. Take Joy... 
And so at this Christmas time, I greet you, with the 
prayer that for you, now and forever, the day breaks 
and the shadows flee away.” (Fra Giovanni, A.D. 
1513) 

Many foreign lands have interesting customs and 
traditions in association with the Christmas season. 
In England, “on Christmas Eve the yule log is 
brought inside and placed in the big fireplace. Ac- 
cording to custom, each person in the family must 
sit upon the log and salute it before it is lighted to 
assure good luck for the household in the new year.” 
In Mexico a pretty custom “. . . is the game of the 
‘pinata’ in which the children find great joy. The 
‘pinata’ is an elaborate and colorful earthenware 
bowl resembling a face or an animal, filled with 
fresh fruits, peanuts, candy and good-luck charms. 
When all is ready, the children gather around in a 
circle and one after another is blindfolded and has 
his turn at breaking the ‘pinata.’ After many at- 
tempts, the ‘pinata’ is finally broken+—then the scram- 


ble begins, and each child can keep whatever he 
manages to find.” 

In Czechoslovakia “Christmas . . . means the end- 
ing of all quarrels and the beginning of a new year 
among friends. It is the custom for all people to 
visit their friends and foes and forgive any misunder- 
standings that may have arisen during the year.” 

. . to provide food and water for St. Nick’s 
good white horse on Christmas Eve, the little chil- 
dren of Holland stuff their clean wooden shoes with 
hay and carrots and place them on the window sills. 
A dish of water is set alongside them. The children 
are up early on Christmas morning... and... 
see that St. Nick has replaced the hay and carrots 
with small gifts, toys and many other surprises.” 

Germany has given us many customs related to 
Christmas, among them “Kris Kringle,” the most 
loved of all carols “Silent Night, Holy Night,” hand- 
carved toys, and “the Christmas Tree—which, 
decorated in utmost secrecy, is lighted on Christmas 
Eve and is a never-failing source of enchantment and 
excitement for young and old alike.” 

“Many of Russia’s traditions have been lost and 
forgotten, but family reunions and parties for the 
children during the Christmas season still remain. 
At these reunions, an old custom—the Five Piles of 
Grain—is enacted. At midnight, a sleeping hen is 
taken from the roost and brought into the warm 
kitchen. On the floor are five piles of grain, each one 
representing a legend of the five fates: Wealth, Pov- 
erty, Death, Marriage and a life of Single Blessed- 
ness. While the hen is still sleepy, its befuddlement 
causes great merriment and laughter, but as the hen 
awakens and senses the grain, she selects the piles, 
one by one and begins to eat.” 

“One of the most charming customs of Norway 
is the remembrance of the animals and birds, since 
they were the only ones present at the birth of the 
Holy Babe. The farm beasts are carefully tended, 
and the cattle are given extra fodder. But the most 
beautiful of all the customs is saved for the birds. 
The especially gleaned sheaf, saved from the fall 
harvest, is placed on top of a tall pole in the yard— 
and on Christmas morning, every gable, gate-way 
and barn door is decorated with a bundle of grain— 
the birds’ Christmas dinner.” 

When we extend a true “Merry Christmas” to our 
fellow men, what we mean, and what we are hoping 
for, is “Peace on Earth, Good Will Toward Men.” 
—O.R.C. 

Quotations from Christmas Ideals (Ideals Publish- 
ing Company) 1947. 
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PRESIDENT’S PAGE 


Dear Doctor: 

Christmas, for most of us, is a time for memories. Do you recall the days 
when the tree and a few folding paper bells and hung stockings were the 
extent of the decorations? And they were put up on Christmas Eve to remain 
until after New Year’s. Tallow candles, fastened io the branches with spring 
clips, were a constant fire hazard, but as their brief glow warmed the fir 
needles their fragrance filled the room—and a bucket of water nearby gave 
some assurance that disaster could be averted. 

More often than in recent years there was snow. Runners for the buggy 
would convert it into a sleigh, to which sleds would be tied in happy con- 
fusion. And Santa Claus at the Sunday School party was the initial event 
of the season. Gifts were simple and useful and cards were few, but they 
were very personal. And as the family sat together around the lighted tree 
and sang carols, some of the mystery and love and beauty of life were felt 
in each heart with a poignancy not of words. 

So it was in those days of long ago, and last Christmas, and shall be in 
this one, too. For Christmas is timeless. At this season of the year the ghosts 
of Christmas Past, Christmas Present, and of Christmas Yet to Come stir 
in the hearts of all men of good will. And in the miracle of the Son of Man, 
the souls of men are renewed. 

Mrs. Butcher joins me in wishing each of you and those near to you a 


Merry Christmas, and health and good cheer in 1959. 


Very sincerely, 


| 
| 
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EDITORIAL COMMENT 


The One Hundredth Christmas 


A centenarian was interviewed by the press. He 
said, “All my life they told me the first hundred years 
were the hardest. Let me tell you something. This 
second hundred is starting out terrible.” 

Even at that, there is something to be said for age. 
The young are impatient and frightened. Time alone 
brings understanding and a sense of security. 

Only the centenarian can see back 100 years. When 
others dread the future, he remembers the terrible 
past. He has no fear of the days to come. 

He is not drawn aside in useless skirmishes but 
conserves his strength in conquest of what is abiding. 

He seldom cries at adversity for he has bled and 
shed tears in the past. During his youth he mastered 
fear and today has no respect for defeat. 

His is disdain for the faddist and for those things 
which sway crowds because he has seen them before 
and he remembers what youth cannot have learned. 

Only the experienced traveler can stand aside 
watching the frenzied, aimless mobs go by. He 
knows one day he will step aside again when they 
come back as frenzied and aimless as they went. 

An organization may mature in the same way as 
an individual and achieve a security and a confidence 
from years of embattled existence. Whoever reads 
the history of this Society is quickly alert to this fact 
—that the petulant child mastered its foibles and has 
gtown to become an influence upon society. 

This is the 100th Christmas season for this Society 
—a stable, uncompromising, serviceful organization, 
living as a patriarch among men, serving their needs, 
administering to their suffering, caring for their 
illness. 

So to each of you, almost 1900 physicians who are 
this Society, is wished a Merry Christmas for your- 
selves, your families, and friends. On the eve of this 
100th birthday, may you be congratulated for your 
achievements and may you be challenged by success 
and adversity alike to make the next 100 years surpass 
everything that has gone before. 


Ethics for the Doctor’s Wife 


Editor's Note. The following paper was written 
by Dr. David E. Gray, Topeka, president of the 
Shawnee County Medical Society, for presentation 
before a recent meeting of the Woman's Auxiliary 
to the Shawnee County Medical Society. 
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It would be a formidable—in fact, impossible— 
task to formulate a code of ethics for physicians’ 
wives in these few minutes. It occurred to me, how- 
ever, that some of you have never seen the code of 
ethics which is supposed to apply to your husbands. 
It followed that we might take each article and see 
what it demands of the wife. There could be no code 
applying to her that was not based on that which 
regulates the existence of her husband. In order to 
approach it, however, I want first to examine quickly 
the elements involved in this relationship. 

First, let us consider the practice of medicine. This 
phrase brings Some fantasy to the mind of each of 
you and I date say there is a little variation in each. 
There are certain similarities too, I am sure. At least 
we all tend to think rather well of it—the sort of ap- 
proval which gives us the privilege of criticism indi- 
vidually but unites us in a common defense against 
outside criticism. 

That the laity can be highly critical of the profes- 
sion we all know too well. It seems to me this antag- 
onism is composed of several elements which may 
seem fairly obvious—though that does not make them 
easier to tolerate. Most patients still look upon the 
physician as something of a witch doctor. Not under- 
standing the language or methods, the patient sub- 
mits to treatment only because he is driven by pain, 
ill-feeling, or fear. While he is well, he rejects any 
contact with the doctor. When he becomes ill, he 
wants medical attention immediately. When he re- 
covers, if he does, he is frustrated by ambivalence: his 
gratitude conflicts with his resentment at being obli- 
gated. He feels that the physician somehow has taken 
advantage of him by working some hocus-pocus upon 
him and then expecting remuneration. 

The highly-lauded “old time’ physician established 
his rapport with the family because he had to rely on 
personal contact and promotional psychology since he 
lacked the more definitive therapeutics of today. That 
is not to say that we could not profit by doing the 
same, but today the physician applies impersonal 
laboratory procedures, streamlined history-taking, and 
localized examination, then applies a more standard- 
ized and often expensive treatment. 

Despite such changes, the practice of medicine is 
still excessively demanding of time and energy. It is 
capricious and unpredictable in the sense that its 
demands are not consistent or capable of organization 
beyond a certain point. The physician who boasts that 
he can control and regulate his practice to his com- 
plete satisfaction is no physician bat a businessman 
selling a commodity. The chief reward in the prac- 
tice of medicine is the satisfaction of the needs of 
the individual—and I mean the physician, not the 
patient. 

The practice of medicine seems to us more regi- 
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mented than ever before. The physician who deviates 
too widely from the accepted diagnostic and thera- 
peutic pattern is at least suspect if not, in fact, in 
danger of legal action. I am sure, however, that medi- 
cine will never submit to complete standardization for 
at least two reasons: first, we shall never reach a 
final solution of all man’s health problems—each 
transient victory leads only to new endeavors. Sec- 
ond, the individuality of the physician will never be 
so suppressed as to permit unanimity of opinion. The 
nature of medical study encourages diversity of opin- 
ion. So long as we assure opportunity for expression 
of thought, we need have no fear of excessive control. 
The greater danger lies in failing to see the direction 
in which the world is moving and adjust our precepts 
to the changing scene. 

Now, what of this man who is a saint to some and 
a sinner to not a few? A child is in terrific need of 
reassurance (on his own terms, of course) that he is 
loved and has his secure place. In order to assure 
himself of this, he goes through a period in which 
he feels such strong affection for his fellow-men and 
desire to serve them as will assure his being perpetual- 
ly loved in return. Do-goodism permeates the soul of 
the early adolescent, and many make the inviolable 
resolution to dedicate themselves to the saving of the 
minds, bodies, or souls of their fellows. 

We are concerned with a group of these individuals 
to whom disillusionment comes after the point of no 
return. The average doctor was at no time more dedi- 
cated than in his pre-medical training. This selfless 
renunciation of the struggle for material wealth in 
favor of bringing health to the suffering multitudes 
reaches its peak somewhere about the sophomore year 
of medical school and is manifested by the excessively 
casual dangling of the stethoscope from the coat 
pocket. From this time on there is more or less disen- 
chantment, but with rare exceptions our hero never 
completely extricates himself from the web of altruism. 
He finds that brilliant diagnosis consists of prosaic 
bits of observation compounded with the analysis of 
various uninviting samples of organic substance. He 
finds that sooner or later the thrill of ushering in a 
tiny pink and blue mortal is tempered by the nauseat- 
ing stupor of fatigue or dampened by the facefull of 
water when the membranes rupture unexpectedly. He 
finds that this Hippocrates in the long white coat 
whom he dreamed of emulating is, for all his tech- 
nical mastery, a lecher or a hypocrite—or just a plain 
human being after all—no god lately come to earth to 
strew healing wherever he walks. 

Now he finds that all is not black or white—that 
there are confusing shades of gray. Doubt enters in, 
for he has reached the point where medical behavior 
must be viewed in the fluctuating light of ethics, 
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which poses the question not of what is right or 
wrong but which is the better of two rights and, if 
it is right today, will it be right tomorrow? Finally 
comes the gravest blow to the idealistic ego: the 
realization that perhaps I—the most virtuous, the 
most dedicated I, perhaps I am not the only one with 
high purpose, with honorable intent. His smug shell 
shattered, the medical fledgling is now ready to strive 
for professional maturity. But he is and always will 
be the child whose need for being needed is so strong 
that he must live his life at the call of others, damn- 
ing the phone when it rings and fretting if it doesn’t 
and recharging his emotional battery each day by 
taking up for someone this most beautiful and most 
futile struggle against the ultimate and unconquerable 
enemy, Death. 

And now this matter of ethics. If one thinks back 
to that time when there was only one man on earth, 
one beholds the only time when the problem of 
ethics did not exist, for at this time ali things were 
either good or bad. Man stood alone with his God 
and from his God received direction. But another 
person arrived upon the scene and immediately the 
problem of ethical relationships came into being. 
There were differing ideas of good and bad and of 
God's rules and intent. It became a matter of which 
was the better of these varying attitudes. It became 
apparent that that which seemed better at the moment 
might prove not to be later. Each had to arrive at 
some relationship with the other—would it be better 
to kill the other and eliminate the problems and 
competition or should they join forces against com- 
mon threats? Fortunately, they chose the latter, and 
ever since woman has kept man baffled as to whether 
she really wants to continue the relationship and she 
has remained constantly challenged by the problem 
of how to change him to suit her wishes. Man con- 
tinues to view his woman’s ideas and efforts with 
suspicion that they will lead ultimately to another 
apple. Woman’s persistence, man’s resistance—this 
balance of forces is the only stability we know. 

This brings us to the woman, then, who for better 
or worse, is a doctor’s wife. This much is evident: 
she had to be attracted to the union by the man, by 
the profession, or by some combination of the two. In 
the first case, she may very well be miserable when 
subjected to the reality of marriage to this disciple 
of Aesculapius who is always running over to the 
temple to burn some incense. In the second case, she 
may well find herself inadequately satisfied by her 
vicarious practice.of medicine if her husband does not 
fulfill her expectations of function. Those in the third 
group would seem to have the best chance for a suc- 
cesssful resolution of the conflicts between marriage 
and profession. The physician’s wife has an unenvi- 
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able assignment—that of being expected to live in 
harmony with her husband’s mistress. 

Let us consider the code of ethics, then, and meas- 
ure each against the potential of the wife to meet it 
from the standpoint of her relationship to the union, 
whether she was (1) attracted by the man (2) by 
the profession or (3) by some combination of both. 

1. The principal objective of the medical profes- 
sion is to render service to humanity with full respect 
for the dignity of man. Physicians should merit the 
confidence of patients entrusted to their care, render- 
ing to each a full measure of service and devotion. 

This is why dinners are spoiled and social evenings 
are a bust. This is why you dig through the sample 
box looking for something to give the kids when they 
are sick while your husband is out treating someone 
else’s sick kids. This, in short, is why the ideal physi- 
cian is an orphan bachelor. To fulfill this concept to 
the letter would permit the physician to have no other 
interests, for it implies that there should be no de- 
mands upon him but his practice. 

This is the coming together of all of the principles 
and intents of good medical practice and the individ- 
ual doctor who applies them to the patient. A con- 
siderable part of medical management could be per- 
formed by a robot. The conduct of medical practice 
over and above this rote level depends upon the 
personality and ability of the individual practitioner. 
The physician-patient relationship consists of and 
depends upon the maintenance of such standards. 
The physician deserves to enjoy the inherent honor of 
the profession so long as and to the degree that he 
adheres to this philosophy. 

It seems to me that Wife No. 1 would have the 
greatest difficulty in adjusting to this demand, Wife 
No. 3 would find it easier while Wife No. 2 would 
be able to take it in stride since in giving up her hus- 
band to his practice, she would be gaining part of 
what she seeks. 

2. Physicians should strive continually to improve 
medical knowledge and skill and should make avail- 
able to their patients and colleagues the benefits of 
their professional attainments. 

Basically, this rejects the idea that a physician is, 
at any time, completely trained and sufficient to render 
the best service at all times. It is an ideal, and the 
ethical point involved is that the good of medical 
practice can be maintained only by progress. There 
can be no standing still. 

For the physician’s wife, it can mean only that she 
assumes the willingness to be deprived of that part 
of the husband which must be expended toward this 
end. She is wise if she achieves that commendable 
objectivity which brings into focus the fact that the 
husband-wife relationship is more, stable if this is 
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accepted—or certainly it is jeopardized if the hus- 
band is unable to meet or deterred from meeting this 
obligation by refusal of his wife to understand it. 

Again I think the wife who is in love with the 
practice will find this much easier to support than 
will the wife whose total interest is in her husband 
—but Wife No. 3 will have the edge on both. 

3. A physician should practice a method of healing 
founded on a scientific basis; and he should not vol- 
untarily associate professionally with anyone who 
violates this principle. 

Here, of course, we have the osteopath-chiroprac- 
tor-Christian Science problem. This is one of the 
areas in which the medical profession has a difficult 
and important problem of interpretation and explana- 
tion to the public. People are surprisingly uncertain 
of the differences between orthodox medicine and the 
various cults. They are inclined to question the in- 
tegrity of the medical profession because its approach 
is often more ponderous, obtuse, and, we must admit, 
sometimes more expensive. 

The physician has no choice but to stretch the letter 
of this principle at times. Medical history is replete 
with examples of controversial schools of thought 
which flourished for a time, then passed on, leaving 
some element of value to be added to our professional 
knowledge. 

This principle will lead to some embarrassment and 
no small amount of criticism for the doctor and his 
wife as they pursue community activities. The former 
must be able to indicate by word and action that his 
antagonism against cults is truly based on the best 
interests of medical practice and protection of the 
public, not self interest and income. The latter must 
learn to restrain her impulse to defend too strenuously 
the precepts of her husband’s method of practice lest 
she add social fuel to the professional fire. 

The wife who is balanced between her husband and 
his work will be best equipped to meet the problems 
engendered in this connection. The wife who is 
primarily interested in the work may prove to be too 
militant, while the wife whose interest is in her hus- 
band would tend to be too emotional. 

4. The medical profession should safeguard the 
public and itself against physicians deficient in moral 
character or professional competence. Physicians 
should observe all laws, uphold the dignity and 
honor of the profession and accept its self-imposed 
disciplines. They should expose without hesitation, 
illegal or unethical conduct of fellow members of the 
profession. 

This encompasses some of the most difficult fea- 
tures of physician interrelationship. I know of no 
phase of organized medical activity which is more 
distressing to execute than this problem of keeping 
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our own house in order. Certainly there is none more 
important, and the main purpose of organization 
should be for this very function. It is difficult enough 
to bring about such disciplinary action on an im- 
personal, objective organization level. It would be 
totally ineffectual on a personal level. The physician, 
when innocent of misdeed, needs and deserves the 
support of his colleagues all the more strongly because 
his peculiar position in the community makes it hard 
for him to defend himself against mistaken public 
opinion. When he is not innocent, it often falls to his 
colleagues directly or indirectly to bring about his 
castigation, the most distasteful but necessary duty 
the group may experience. 

There is no phase of practice or point of ethics in 
which the husband and wife are more intimately re- 
lated. In fact, it may be in their relationship that the 
problem exists. Certainly, if it relates to professional 
behavior apart from their personal relationship, he 
will never need her support more than at that time. I 
think the union based on the attraction of the indi- 
viduals is most important in this area because of the 
high degree of personal loyalty necessary. If the 
wife's interests are mainly in the profession, she will 
not be able to judge her husband’s weaknesses ade- 
quately and will tend to force him into actions he is 
unfitted for and may actually bring him to the in- 
discreet or illegal actions which are his downfall. 

5. A physician may choose whom he will serve. 
In an emergency, however, he should render service 
to the best of his ability. Having undertaken the care 
of a patient, he may not neglect him; and unless he 
has been discharged, he may discontinue his services 
only after giving adequate notice. He should not 
solicit patients. 

I am sure that this point of medical ethics is least 
known to the public. It states that the physician has 
the right, with proper notification, to practice or not 
to practice, whereas many people believe there is some 
legal compulsion operating under all circumstances. 

It tells the physician, “Thou shalt not steal thy 
neighbor’s patient’’ and is of obvious importance in 
its intramural application. There is surely no phase 
of practice in which misunderstanding and conse- 
quent enmity enter in so easily for this so often leads 
directly to the physician’s two tender spots—his ego 
and his pocketbook. Discounting the economic as- 
pects of the matter, however, we certainly touch here 
on an element of practice in which the individual 
physician, his personality, motivations, and conscience 
are paramount. 

The wife's position is, then, once more, related to 
the profession through her husband, and a relation- 
ship based on her affection and loyalty to him is of 
chief importance. Again I would place it first, the 


combined attraction second, and the primary interest 
in the profession third. 

6. A physician should not dispose of his services 
under terms or conditions which tend to interfere 
with or impair the free and complete exercise of his 
medical judgment and skill or tend to cause a dete- 
rioration of the quality of medical care. 

This section relates to the free choice of physicians, 
contract practice, corporation practice, and such. Ex- 
tremely fine lines of definition apply here, and each 
case must be determined on its own merits. As it has 
been interpreted and applied, it means primarily that 
the physician should not enter into any plan of medi- 
cal care which inherently causes him to violate one 
of the other principles of ethics. It is specifically lim- 
ited to mechanics of practice and the wife can be in- 
volved only through her husband, but that involve- 
ment can become a serious one, particularly if the 
wife puts pressure on her husband to pursue a prac- 
tice unfitting to his capabilities. It seems to me that 
although each of our wifely examples would ap- 
proach this problem from a different angle, they 
should be about equally capable of meeting it and we 
can therefore give them equal grades. 

7. In the practice of medicine a physician should 
limit the source of his professional income to medical 
services actually rendered by him, or under his super- 
vision, to his patients. His fee should be commensu- 
rate with the services rendered and the patient's ability 
to pay. He should neither pay nor receive a commis- 
sion for referral of patients. Drugs, remedies or ap- 
pliances may be dispensed or supplied by the physi- 
cian provided it is in the best interests of the patient. 

This, you will recognize, is the fee-splitting, drug- 
rebate clause. It is, to a considerable degree, a product 
of specialization. At one time, the physician provided 
all the service, including medications. It has become 
apparent over the years that the best medical care 
is provided when the physician is unencumbered by 
the necessity of taking time for things that could be 
delegated to others and unenticed by the remunera- 
tion stemming from excessive sale of adjunctive thera- 
peutic agents; thus the separation of the physician 
from the pharmacist and the medical supply salesman. 
Within the profession, the surgeon emerged as an 
entity, and the possibility of referrals based on re- 
muneration was implicit. While it is obvious that the 
quality of medical care is not directly related to 
charge, and the relative importance of a particular 
part of the care in the successful solution of a medi- 
cal problem is incapable of positive definition, proper 
care can be assured only when the service is ethically 
given and the charge is honorably assigned. 

This clause relates rather strictly to the financial 
side of the practice of medicine. It affects the wife, 


* 
4 
| 
a 
Be | 
| 
| 
} 
| 
ia 


DECEMBER, 1958 549 


therefore, in terms of income and in terms of the 
personality of the physician, for whether he violates 
this principle or not depends upon his own character 
rather than some specific condition forced upon him 
by the profession. We may assume, therefore, that her 
primary concern will be most in the man and least in 
the profession. If her interests were in both she would 
take a place somewhere in between. 

8. A physician should seek consultation upon re- 
quest; in doubtful or difficult cases; or whenever it 
appears that the quality of medical service may be 
enhanced thereby. 

It would seem that this would have little direct 
bearing on the physician’s wife. Only as she is called 
upon by him for moral support or counsel can she be 
affected by it. Certainly her ethical relationship is 
through her husband, but she must have some under- 
standing of and belief in the ethical principles of 
medicine in order to serve the interests of her hus- 
band or the profession. It might seem, therefore, that 
one attracted to both the man and the practice would 
be best suited to take such an obligation in stride. 
The wife whose feeling is entirely for her husband 
should come second and the professional wife third. 

9. A physician may not reveal confidences entrust- 
ed to him in the course of medical attendance, or the 
deficiencies he may observe in the character of pa- 
tients, unless he is required to do so by law or unless 
it becomes necessary in order to protect the welfare 
of the individual or of the community. 

Nowhere in the principles of medical ethics is the 
necessity for mutual understanding and trust between 
the physician and his wife more indicated than here. 
In maintaining the spirit of medical ethics, the wife 
will never be harder pressed than she will be in ful- 
filling the intent of this most important clause. We 
must accept at the outset the proposition that in a 
physician’s family, it is impossible to avoid the dis- 
closure of certain items of medical information. This 
is one time when the public is less concerned with 
the physician’s wife measuring up to her self-imposed 
rule to stay out of things than is she herself. How 
often, in the absence of the doctor, is the patient will- 
ing to disclose the gory details to the wife—or assume 
she is already aware of them—and ask her advice? 
What medical wife has not had to play dumb at 
bridge club? What actress can give a better perform- 
ance than the well trained wife of a doctor when her 
lay friends are after some information she may or may 
not have? 

Certainly, in fulfilling her share of this code, she 
must be governed by her own good judgment and 
training, but her motivation will be in her husband’s 
interests. Loyalty to the profession may assist in her 
resolution and willingness to be criticized by her 


friends rather than reveal privileged information, but 
the woman who has been attracted primarily by med- 
ical practice will fail completely in honoring such 
confidences as she is certain to share. She will, in fact, 
aggrandize herself and alienate her husband by freely 
distributing such information, embellished if possible, 
to willing lay listeners. 

10. The honored ideals of the medical profession 
imply that the responsibilities of the physician extend 
not only to the individual, but also to society where 
these responsibilities deserve his interest and partici- 
pation in activities which have the purpose of improv- 
ing both the health and the well-being of the indi- 
vidual and the community. 

In this one consideration, the responsibilities of the 
physician can be thoroughly supported by the wife 
who has been primarily attracted to the world of med- 
icine rather than the man of medicine. She will toler- 
ate such demands upon him as civic enterprises make 
better than the wife who sought a husband, finds she 
must give up much of him to his practice, and then 
finds she must give up even more to community inter- 
ests. 

More than an evaluation of right or wrong, this 
is a statement of purpose, and it is my belief that it 
will become increasingly important. The physician 
has in many respects been an isolationist. Paradoxical- 
ly, in restricting his observations and efforts to the 
welfare of the individual, he has often ignored the 
total welfare of the group. He has pleaded lack of 
time and withheld his needed counsel until the threat 
of encroachment upon his prerogatives has caused 
him, in a display of what seems to his lay friends an 
unbecoming self interest, to take part in community 
functions. 

The Auxiliary can well take pride in the fact that 
it has consistently been ahead of the doctors in joining 
with the community, and a major part of such good 
public relations as the Society has enjoyed can be 
attributed to the efforts of the Auxiliary. 

In case you haven’t kept track, the wife whose in- 
terest is primarily in her husband took four first 
places in our little competition; the wife whose inter- 
ests were both ways came in first three times, and the 
wife who got in it for the kicks could do no better 
than two firsts—and there was one tie. I am sure the 
biostatisticians would play havoc with my methods, 
but I do not admit any error in my conclusions; to me 
the results say what they have been saying all through 
the ages: If a woman can take her place beside a 
man with mutual affection, respect, and interest, there 
shall be no need for a written code of ethics. And if 
she cannot or will not, no code of ethics, no statement 
of principles, no high sounding phrases will suffice 
to make the union a success. 
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Clinicopathological Conference 


Nausea, Weight Loss, Glycosuria and Severe 


Case Presentation 


A 48-year-old white woman complaining of ab- 
dominal pain was admitted for the first time to 
KUMC on December 14, 1957. 

In January, 1956, she began to have nausea, ano- 
rexia, and weight loss. She consulted her physician in 
February, 1956. At that time her weight had dropped 
from 153 to 120 pounds. Sugar was found in the 
urine, and she was toid that she had diabetes. The 
symptoms and glycosuria were apparently well con- 
trolled with tolbutamide (Orinase), and she felt 
well until August, 1956, when she had a severe, 
sharp, intermittent pain in the left shoulder. By Sep- 
tember the pain had ‘‘gradually moved down” to 
the upper abdomen, but she also continued to have 
pain in the left shoulder and interscapular area un- 
til November, 1956. The abdominal pain persisted 
until her admission. It was sharp and severe, radi- 
ating straight through to the back, and often occur- 
ring after meals and at night. It was not relieved by 
eating, but she obtained some relief by sitting up- 
right or by bringing her knees up into a “‘jackknife” 
position. 

The pain was almost constant for two months be- 
fore admission and was associated with vomiting. 
She had some dysuria for one week before admission 
and complained of some shortness of breath on ex- 
ertion. Her appetite was poor, and her weight con- 
tinued to decrease. 

She had had diphtheria and “flu” as a child. When 
she was 38 years old she was told that she had a 
“heart condition, high blood pressure, and fibrilla- 
tion.” In 1952 she had a hysterectomy because of 
uterine bleeding, and in October, 1956, she had a 
conization of the cervix because of ‘“'spotting.” 

Her father died of uremia at the age of 42, and 
her mother died of carcinoma of the uterus at the 
same age. One brother died of heart disease at 30 
years; two brothers and one sister were living and 
well. 

The patient was a well developed but poorly nour- 
ished white woman who weighed 102 pounds. Her 
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Epigastric Pain 


blood pressure was 170/80-0 and her pulse rate, 
100. The optic fundi revealed grade III arterio- 
sclerotic change. No other abnormalities were ob- 
served in the eyes, ears, nose, or throat. The neck 
was normal. The chest was clear to percussion and 
auscultation; the breasts were negative. The heart 
was not enlarged, and the rhythm was regular. There 
was a gtade I systolic murmur at the aortic area and 
a grade I systolic murmur at the apex. 

The liver was firm and palpable 6 cm. below the 
xiphoid. There were no other palpable organs or 
abnormal masses. There was moderate tenderness in 
the epigastrium. On pelvic examination the uterine 
cervix was found to be normal, but the fundus was 
surgically absent. The pelvis was otherwise negative. 
There was grade II edema of the ankles. The neuro- 
logical examination was negative. 

The urine specimen had a specific gravity of 1.009, 
and the reaction was acid. There was 1 plus albumin, 
but no sugar. The centrifuged sediment contained 50 
to 60 white blood cells and 1 to 2 red blood cells 
per high power field, and it was loaded with motile 
bacteria. The test for occult blood was positive. The 
hematocrit was 39 ml. with 13 gm. of hemoglobin, 
and the white count was 11,250 with 85 per cent 
polymorphonuclears, 13 per cent lymphocytes, and 
2 per cent monocytes. The platelet count was 121,- 
000. 

The serologic test for syphilis was non-reactive. 
The blood urea nitrogen was 10 mg. per cent; 
creatinine, 1.6. mg. per cent; total serum bilirubin, 
0.7 mg. per cent; direct serum bilirubin, 0.4 mg. per 
cent; alkaline phosphatase, 18.1 millimol units; 
serum albumin, 3.36 gm. per cent; serum globulin, 
2.3 gm. per cent, and the total cholesterol was 230 
mg. per cent with 62 per cent esters. The prothrom- 
bin time was 87 per cent; cephalin cholesterol, nega- 
tive; and the thymol turbidity, 2 units. The sedi- 
mentation rate was 18 mm. in one hour. The serum 
amylase was 43 units per 100 ml. 

The patient complained of almost constant epigas- 
tric pain and required frequent injections of meperi- 
dine hydrochloride (Demerol) for relief. She was 
started on a regimen of frequent feedings, aluminum 
hydroxide gel with magnesium hydroxide, scopola- 
mine methylbromide (Pamine), and promazine hy- 
drochloride (Sparine) in a dose of 25 to 50 mg. four 
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A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


k [PH [| NI The Ralph Clinic (in its 61st year) 
TH t A C C is in the advance of every phase of 
the treatment of alcoholism. It in- 
529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI vites consultation with you concern- 
ing your patients with problems of 


Telephone VI. 2-3622 excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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Tetracycline with Citric Acid LEDERLE 
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Mazola’ Corn Oil. ..a palatable food 


effective in the manage 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal... high blood cholesterol levels are 
lowered, normal levels maintained. 

Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 

Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In choiesterol-low- 
ering diets from one-third tw one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 
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CORN PRODUCTS 
REFINING COMPANY 


1M COOKING OR SALADS” 


ent and control 


Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


Most EFFECTIVE | 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


ECONOMICAL | 


Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN OIL is a rich source of un- 
saturated fatty acids. It canformaregular 
part of the diet without major changes in 
eating habits to provide an effective un- 3 
saturated oil as a part of the daily meals. 4 


EACH TABLESPOONFUL OF MAZOLA CORN 
OIL PROVIDES NOT LESS THAN: 


Natural Tocopherols ......... 15 mg. 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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times a day. She had some relief from the pain; her 
appetite improved, and she gained three pounds dur- 
ing the first nine hospital days. On December 22 
she received 15 units of regular insulin for a 4 plus 
urine sugar and a blood sugar of 402 ing. per cent, 
and on December 23 she was given five units of 
regular insulin for a 2 plus urine sugar. During the 
remainder of her hospitalization the urine specimens 
were negative for sugar, and her afternoon blood 
sugars ranged between 121 to 265 mg. per cent. 
On the tenth hospital day a surgical procedure was 
performed. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 

Mark Devine (fourth year medical student) *: 
Did she have hematemesis at any time ? 

Dr. William L. Hayes (resident in medicine) : No. 

Gerald Oehler (student) : Was a transaminase de- 
termination done? 

Dr. Hayes: No, it was not. 

Ronald Kloster (student): Was acetone found in 
the urine? 

Dr. Delp: There was no evidence of it. 

Asher Dahl (student) : Was she ever febrile ? 

Dr. Delp: Not during her hospitalization. 

Gordon Cowles (student): Did she have a previ- 
ous history of diabetes ? 

Dr. Hayes: No, it was first diagnosed in 1956. 

Ned Noll (student) : Was serum lipase estimated ? 

Dr. Hayes: A lipase was ordered but not run be- 
cause of insufficient blood. 

Ernest Gilbertson (student): Were electrolytes or 
a bromsulphalein retention determined ? 

Dr. Hayes: On January 2 the serum sodium was 
124 mEq/L; potassium, 4.3 mEq; chloride, 90 mEq. 
The sample was insufficient for a determination of 
carbon dioxide. 

Dr. Delp: Bromsulphalein retention was not de- 
termined. 

Mr. Devine: Did she have a gastric analysis? 

Dr. Hayes: A tubeless gastric analysis gave evi- 
dence of free hydrochloric acid. 

Mr. Oehler: Did she ever have neurotic symptoms 
or chronic complaints before her admission ? 

Dr. Hayes: She was severely psychoneurotic. 

Mr. Cowles: Was she ever an alcoholic? 

Dr. Delp: No, I think not. 

Mr. Gilbertson: Did she have symptoms of gall- 
bladder disease before the beginning of her other 
symptoms ? 

Dr. Delp: No. 


* Though a student at the time of this conference in 
January, 1958, he, like the others referred to as students, 
received the M.D. degree in June, 1958. 


Mr. Kloster: Did she have any recurrent upper ab- 
dominai pain? 

Dr. Hayes: No, she had been well and working 
up to January or February, 1956. 

Mr. Dahl: Did she have pain on palpation over 
the spine or paravertebral areas? 

Dr. Hayes: No. 

Mr. Kloster: Were porphyrin excretions obtained ? 

Dr. Delp: No, they were not. 

Mr. Cowles: Had she been taking antibiotics or 
drugs other than the tolbutamide before her ad- 
mission ? 

Dr. Delp: Two weeks before her admission she 
was started on regular insulin, 10 units a day. 

Mr. Gilbertson: Was there a family history of 
diabetes ? 

Dr. Hayes: No, there was not. 

Mr. Dahl: Was any swelling associated with the 
pain in her shoulder during August, 1956? 

Dr. Delp: Probably not, but we are not sure. 

Mr. Devine: Was there swelling or tenderness in 
the legs? 

Dr. Hayes: There was edema but no tenderness. 

Mr. Kloster: What was the specific gravity of the 
urine ? 

Dr. Delp: The specific gravity ranged from 1.002 
to 1.014. Now, if there are no more questions, may 
we please have the electrocardiogram ? 

Mr. Kloster: The only tracing that we have (Fig- 
ure 1) shows a normal sinus rhythm and a rate of 
90 to 100 per minute. In the limb leads the axis is 
plus 30 degrees. There is right ventricular config- 


Figure 1. Electrocardiogram taken on December 15, 
1957. 
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uration in V, which changes to a left ventricular 
pattern in lead V.. There is some evidence of coun- 
ter-clockwise rotation, but I interpret this as a nor- 
mal electrocardiogram. 

Dr. Delp: May we have the x-rays, please? 

Mr. Noll: The x-ray of the chest shows no bony 
abnormalities, and the heart is normal in size. There 
is some increase in the pulmonary outflow tract. The 
diaphragms are of normal contour; the costophrenic 
angles and lungs are essentially clear. There is some 
increase in hilar markings. I interpret this as a nor- 
mal chest. 

The gastrointestinal series reveal no abnormality 
in the stomach. There is some deformity of the bulb 
(Figure 2) but no evidence of ulceration. Small 
radiopaque areas are seen. There is normal concentra- 
tion of the dye in the gallbladder. 

A film taken on December 17, 1957, shows some 
redundance and a high splenic flexure which I be- 
lieve is abnormal. Three opacities are seen which 
could be interpreted as gallstones. 

Dr. Delp: Dr. Germann, what is your interpreta- 
tion of these films? 

Dr. Donald R. Germann (radiologist): The first 
film shows a large, dilated and atonic colon; and 
there appears to be a large amount of feces in the 


Figure 2. X-ray on December 16, 1957, showing de- 
formed duodenal bulb. 
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colon. It was a difficult examination, but we felt that 
we demonstrated an atonic colon without intrinsic 
pathology. The opacities seen are a revisualization of 
the gallbladder. The patient had gallbladder dye 48 
hours before, and as the gallbladder fills in about 12 
hours, then contracts and empties, the dye is reab- 
sorbed if the gallbladder function is good. 

The stomach appears to be normal and active. She 
had little pyloric spasm and a grossly deformed duo- 
denal bulb. There is a sinus tract extending down 
from the duodenal bulb into the lesser curvature sides 
of the loops in a deep penetrating lesion. I inter- 
pret this as a duodenal ulcer penetrating into the 
pancreas. The stomach was not displaced, and the 
mucosal pattern was normal. A film was taken in the 
search for a possible mass behind the stomach (Fig- 
ure 3). 

Dr. Delp: Thank you. Now, Mr. Devine, will you 
please begin our discussion. 


Differential Diagnosis 


Mr. Devine: This 48-year-old white woman had 
considerable weight loss over a relatively short peri- 
od of time, severe upper abdominal pain radiating to 


Figure 3. X-ray, December 16, 1957, showing duo- 


denal ulcer penetrating into pancreas. 
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the back, anorexia, nausea, vomiting, and glycosuria. 
She had no jaundice. 

My first consideration is metastatic lesions in the 
pancreas, the most common primary sites being the 
lungs, breast, and thyroid. I believe, however, that 
we can rule these out because there is no evidence 
of primary neoplastic disease of these organs, and 
secondary tumors of the pancreas seldom produce 
clinical symptoms or serious disturbances of pan- 
creatic function. 

Primary carcinoma of the liver can be ruled out as 
a possible diagnosis because during the course of this 
disease there is usually a dull pain in the right upper 
quadrant with no particular radiation to the back, 
and jaundice and ascites usually occur at some time. 
There is also a greater disruption of liver function 
than has been demonstrated in our patient. 

Carcinoma of the gallbladder and biliary tract 
should be considered, but there is no previous his- 
tory of gallbladder disease or any episodes of jaun- 
dice. 

Neoplastic diseases of the stomach must be con- 
sidered, but there was no x-ray evidence of any dis- 
order in the stomach, no anemia, and no occult blood 
in the stool. In order to explain the patient’s symp- 
toms it would be necessary to postulate perforation 
of a neoplastic ulcer into the pancreas, but this is a 
rare occurrence and happens only in a small per- 
centage of cases. 

Pancreatic cysts give signs and symptoms which 
mimic this disease with severe pain in the epigas- 
trium radiating to the back, diabetes, and, in a few 
cases, a striking weight loss. There also can be malig- 
nant degeneration of pseudo-cysts, cystadenocarcino- 
ma, but I believe this diagnosis can be ruled out be- 
cause there was no previous evidence of recurrent 
pancreatitis or trauma to the area of the pancreas. 
These are the etiologic factors of pancreatic cyst for- 
mation. There is an easily palpable mass in 75 per 
cent of these patients, but we had no positive evi- 
dence of this in this instance. 

On the basis of the x-rays I shall next consider 
benign peptic ulcer with posterior perforation into 
the pancreas. In eight per cent of gastric ulcer cases 
there may be perforation into the pancreas resulting 
in symptoms such as our patient had, but perforation 
of a duodenal ulcer is rare. Furthermore, our patient 
never gave any evidence of having had a bleeding 
tendency, and 40 per cent of these cases have hema- 
temesis. Our patient had no ulcer rhythm or previous 
history of pain. 

Severe abdominal pain with radiation to the back 
may occur in chronic relapsing pancreatitis. Hyper- 
glycemia and severe weight loss occur in approxi- 
mately 25 per cent of these cases, but this is usually 


a late finding. It is important that she had a 33- 
pound weight loss in a relatively short period of 
time, and I believe this militates against a diagnosis 
of chronic relapsing pancreatitis. She also had an 
alkaline phosphatase of 18.1 millimol units which 
cannot be explained on the basis of chronic relapsing 
pancreatitis unless there was concomitant liver or 
bone disease, and there was no evidence of either. In 
acute episodes of this disease the amylase is usually 
elevated more than 200 units; it can, however, re- 
turn to normal in 24 to 36 hours. 

Carcinoma of the head of the pancreas can be 
ruled out on the basis of Bell’s series in which he 
found that 42 per cent of patients with carcinoma 
of the head of the pancreas initially had jaundice 
and another 40 per cent had jaundice at some time 
during the course of the disease. There was no x-ray 
evidence of carcinoma of the pancreas. Another rare 
syndrome that might be considered is the alpha cell 
tumor of the pancreas, but this can be ruled out be- 
cause that disease is ulcerogenic, producing multiple, 
atypical ulcers in the gastrointestinal tract, and only 
25 cases have been reported in the literature. 

My final diagnosis is carcinoma of the tail and 
body of the pancreas. Our patient had a severe 
weight loss of 50 pounds in nine months. In Bell’s 
series 88 per cent of such patients were reported to 
have had weight loss, and that was the presenting 
complaint for most of them. Our patient had severe, 
intermittent, upper abdominal pain which radiated 
to the back. This is typical of pancreatic disease, and 
the jackknife position assumed for relief of pain is 
the classic finding in carcinoma of the tail and body 
of the pancreas. She also had mild diabetes, or, at 
least, hyperglycemia and glycosuria which apparently 
occurred at the start of her symptoms. There was 
no familial history of diabetes, and she never had 
had diabetes before. Twenty per cent of Bell’s pa- 
tients had glycosuria and hyperglycemia. A disease 
which produces this amount of debilitation usually 
produces a hypoglycemia, but patients with carcino- 
ma of the body or tail of the pancreas often have 
hyperglycemia. The elevated alkaline phophatase, 
18.1 units, is another point to consider, and it can 
be explained in no other way than to postulate that 
there were metastases to the liver from the neoplasm 
in the pancreas. 

Since we have been told that our patient did not 
die, I must say something about the prognosis. One- 
half of Bell’s patients died about six months after 
the initial symptoms; 17.5 per cent lived for about 
a year. It was also noted in the protocol that she had 
a surgical procedure, and we can only speculate about 
what the procedure was. It may have been a denerva- 
tion of the pancreas for relief of pain. A laparotomy 
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may also have been done in order to make a defini- 
tive diagnosis or in the hope that this was a curable 
disease. 


Clinical Discussion 


Dr. Delp: Mr. Kloster, what is your diagnosis? 

Mr. Kloster: Primary carcinoma of the body and 
tail of the pancreas. 

Dr. Delp: Mr. Noll ? 

Mr. Noll: The same. 

Dr. Delp: Mr. Oehler, how do you explain the al- 
kaline phosphatase now? 

Mr. Oehler: It would have to be explained as a 
secondary finding of carcinoma of the pancreas, al- 
though the alkaline phosphatase may be explained on 
another basis than metastases to the liver. 

Dr. Delp: This liver function profile is fairly nor- 
mal except for the alkaline phosphatase. Mr. Cowles, 
what is your opinion about the x-ray findings? 

Mr. Cowles: There could have been actual inva- 
sion into this area from the tumor of the pancreas. 

Dr. Delp: Mr. Noll, what is your opinion ? 

Mr. Noll: I was reluctant to make a diagnosis of 
perforation into the pancreas because I wanted a 
more difficult diagnosis. There was the possibility 
that she not only had a neoplasm but a pancreatitis 
secondary to perforation. Only a small percentage 
of these cases present symptoms of pancreatitis or 
pancreatic deficiency. 

Dr. Delp: May we have your opinion, Dr. Doug- 
las? 

Dr. Harry L. Douglas (internist): Three things 
come into my mind: carcinoma of the pancreas, 
chronic recurrent pancreatitis and perforation of a 
duodenal ulcer into the pancreas.: The fact that her 
diabetes was mild may suggest that it was second- 
ary to pancreatic disease. She certainly had _pan- 
creatic pain over a long period of time. The fact 
that the diabetes antedated the onset of pain is 
against its being secondary to a pancreatitis or a 
posterior perforation of a duodenal ulcer. It would 
be interesting to know whethez she had any weight 
loss between February and September, and, after the 
initial loss, whether she continued to lose weight or 
whether it was maintained over that period of sev- 
eral months. My first impression is that she had a 
primary carcinoma of the pancreas with liver metas- 
tases. She may have developed the ulcer after leav- 
ing the hospital a year ago. I agree with the diag- 
nosis of primary carcinoma of the body or tail of the 
pancreas. 

Dr. Delp: Dr. Rankin, what is your diagnosis ? 

Dr. Thomas J. Rankin (internist): I believe, as 
did the students, that she had two diseases; the 
elevated alkaline phosphatase cannot be explained 


otherwise. Recent literature discusses the significance 
of this finding alone as meaning masses within the 
liver. 

Dr. Delp: Dr. Weber, what did you consider in 
your differential diagnosis? 

Dr. Robert Weber (internist): My initial diagno- 
sis was carcinoma of the pancreas, and the return 
finding of the elevated alkaline phosphatase seemed 
to confirm it because the liver was hard and easily 
palpable, suggesting metastatic disease of the liver. 
The patient continually complained of pain, and the 
demonstration of a fistulous tract between the duo- 
denum and pancreas suggested that as the cause of 
part of her pain. There was a possibility of metastatic 
or direct extension from the pancreatic tumor. 

Dr. Delp: Dr. Boley will now give the pathologi- 
cal report. 


Pathological Report 


Dr. James Boley (pathologist): I would like to 
show the findings on this case and then reiterate 
some of the facts that Mr. Devine and Dr. Douglas 
have already mentioned. In the biopsy of the omen- 
tum, composed of fat, tumor cells were found. As 
with most metastatic lesions in either omentum or 
mesentery, lymphocytes were numerous in and near 
the groups of tumor cells, and there was an increase 
in fibrous tissue. 


Figure 4. Metastatic adenocarcinoma in omentum 
showing desmoplastic reaction. Hematoxylin and eosin 
stain. X250. 
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The tumor nests were those of a well differenti- 
ated adenocarcinoma with considerable desmoplastic 
reaction (Figure 4). The periodic acid Schiff reac- 
tion showed the tumor to be a mucus-producing type 
of carcinoma. The tumor was, therefore, metastatic, 
and may have had its origin in several areas such 
as gallbladder, liver, bile duct, pancreas, or gastroin- 
testinal tract. 

The history was characteristic of involvement of 
the tail and body of the pancreas by carcinoma.? The 
patient was a diabetic, and carcinoma of the pan- 
creas occurs six times more often in diabetic than 
in non-diabetic individuals. The production of mu- 
cus by the tumor would indicate origin from the 
ducts of the pancreas rather than from the acini. 
The elevated serum alkaline phosphatase would in- 
dicate metastases in the liver. 

From the facts available, I would submit a prob- 
able diagnosis of adenocarcinoma of the body or tail 
of the pancreas with metastasis to the liver. Dr. All- 
britten’s findings at the time of surgery will be 
helpful in substantiating this opinion. 

Dr. Delp: Thank you. Dr. Allbritten, will you tell 
us of your findings, please? 

Dr. Frank F. Allbritten (surgeon): I can add 
nothing to the preoperative findings that have not 
already been given, and I agree with them. Pre- 
operatively we made the hopeful diagnosis that this 
might be pancreatic pain secondary to perforation of 
the duodenal ulcer. There was little doubt in our 
minds that our patient was having pancreatic pain, 
although the history of its having started in the left 
shoulder and left side of the back was a little unlikely 
so far as a duodenal ulcer, etiologically, is concerned. 
We still hoped that this might be caused by pan- 
creatitis, secondary to a perforated duodenal ulcer, 
and that was our preoperative diagnosis. 

At the time of the exploratory labarotomy it was 
evident that there was a large mass situated poste- 
rior to the stomach. There were nodules in the omen- 
tum, and the liver contained multiple nodules of 
varying sizes scattered throughout the left and right 
lobe of the liver. The pelvis could not be explored 
adequately because of the old adhesions secondary 
to the previous operation. No attempt was made to 
break down the adhesions considering evidence of 
widespread metastatic disease. We simply did a bi- 
opsy of a nodule in order to confirm the diagnosis 
histologically. The left omental cavity was opened 
in order better to visualize the mass lying posterior 
to the stomach. We found the pancreas encased in a 
neoplastic mass in the body and tail of the pancreas 
as though it were involved in the neoplasm which 
was primarily retroperitoneal. The duodenum was al- 
so involved in an inflammatory pracess between the 
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superior portion of the duodenum and the under 
surface of the liver, as if at some time there had 
been actual perforation of the duodenum which had 
sealed off against the liver. We could not adequately 
palpate the lesser curvature of the duodenum because 
of the swelling of the pancreas and the inflammatory 
reaction about the area. It was also possible that 
there was a perforation into the pancreas, but this 
could not be delineated without expensive operative 
manipulation which we did not think was justifiable. 
The postoperative diagnosis was carcinoma of the 
body of the pancreas with metastases to the perineum 
and the liver. 

Dr. Delp: How do you explain the edema? 

Dr. Boley: It could easily have been from vena 
cava compression. 

Dr. Allbritten: She did have peritoneal implants 
beneath the diaphragm. 


Summary 


Dr. Delp: In summary, this 48-year-old white 
woman entered the hospital complaining of quite 
dramatic pain which sounded like the classical de- 
scription of pancreatic pain. I believe the pain and 
the posture that she constantly assumed was reveal- 
ing and seemed to be intimately associated with the 
history of neoplastic invasion of the pancreas or de- 
velopment of neoplasm within the pancreas itself. 
Lending strength to this impression was the fact that 
she had developed diabetes without family history, 
without having been obese, and without having any 
prior liver disease; and the diabetes developed simul- 
taneously with the onset of her other symptoms. 

An extremely important and helpful finding was 
the elevated alkaline phosphatase in the absence of 
an elevated serum bilirubin. Another important fac- 
tor was the so-called neurotic personality which she 
manifested for about nine months. Personality 
changes have been stressed by many students of car- 
cinoma of the pancreas, and our patient had under- 
gone a personality change which was obvious te 
her friends, to the physician for whom she worked, 
and, especially, to her daughter. I am somewhat hesi- 
tant to say that these personality changes could not 
have been secondary to the constant, terrible pain 
which she had for almost ten months before her 
admission here. Consider also the fact that before her 
admission she had become thoroughly addicted to 
narcotics. The symptoms of withdrawal which she 
manifested between every narcotic injection might 
have altered her over-all appearance and added to 
her personality change. 

The really disconcerting factor was Dr. Germann’s 
finding of this sinus tract, and this became even 
more confusing when she was started on anti- 
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cholinergic blocking agents and antacids for she 
immediately showed mild improvement, and she had 
obvious relief from pain. This encouraged me to 
concur with Dr. Allbritten’s suggestion that a hope- 
ful diagnosis was indicated, and I began to hope that 
she might have a curable disease. We had thoroughly 
determined, however, to do an exploratory operation 
regardless of our impression, in the hope that some- 
thing could be done. 

The patient is still in the hospital. She is not do- 
ing well, but she is considerably better than she was 
before the surgery. 
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College of Surgeons Meeting 


The annual meeting of the Kansas Chapter of the 
American College of Surgeons was held in Wichita 
on November 2. Dr. Marion F. Russell, Great Bend, 
was installed as president with the following addi- 
tional officers: president-elect and vice-president, Dr. 
Glen E. Kassebaum, El Dorado; secretary-treasurer, 
Dr. Robert W. Myers, Newton; councilors, Dr. A. E. 
Hiebert, Wichita, and Dr. H. S. O’Donnell, Ellsworth. 

The program consisted of a series of 15-minute 
papers, four during the morning period: “Abdominal 
Pregnancy,” Dr. Garland L. Campbell, Arkansas City ; 
“Cesarean Section and Routine Appendectomy under 
Pentothal Anesthesia,” Dr. Richard E. Speirs, Dodge 
City; discussion by Dr. Jerome S. Menaker, Wichita; 
“The Scope of Exfoliative Cytology,” Dr. Ruth Taylor, 
Wichita; ‘Carcinoid,’ Dr. Ernest P. Carreau, Wichita; 
discussion by Dr. Leslie L. Saylor, Topeka. 

The following papers were given during the after- 
noon: “Injuries about the Hip Joint,” Dr. Charles K. 
Wier, Wichita; ‘Tetanus,’ Dr. W. Curtis Niederee, 
Wichita; discussion by Dr. Clyde B. Trees, Topeka; 
“Problems in Vascular Surgery,” Dr. Jack W. Graves, 
Wichita; “Extra Corporeal Circulation,” Dr. John 
G. Shellito, Dr. Ben H. Buck, Dr. Carreau, and Dr. 
Robert Robinson, Wichita; discussion by Dr. Robert 
G. Rate, Halstead. 


Study of Low Cost Insurance 


The Washington, D.C., area Blue Shield organi- 
zation, at the request of the District of Columbia 
Medical Society, is studying the possibility of setting 
up a separate medical-surgical care plan for low- 
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income groups, including the aged, that would pro- 
vide regular benefits at a reduced premium. 

Dr. Donald Stubbs, Washington Blue Shield presi- 
dent and chairman of the national Blue Shield board 
of directors, said the income cutoff point could not 
be estimated until it was learned how many sub- 
scribers would be covered. However, he thinks the 
maximum family income to qualify would be about 
$3,000. Hospitalization would not be covered. 

An outline of the proposal has been sent to the six 
medical societies in the Washington area for con- 
sideration. Dr. Stubbs says he has heard “nothing 
unfavorable.” At the present the Washington Blue 
Shield has one income cutoff point, $6,000. Premiums 
average $4.94 a month per family and $1.56 per 
individual. Because the new low-cost plan is merely 
in the development stage, no premiums have been 
decided upon. 

Somewhat similar arrangements exist in some other 
parts of the country, having evolved over the years 
as higher income groups have been charged higher 
premiums. Some plans have as many as seven separate 
premium rates, based on income. 


Flying Physicians Meet 


Aviation safety practices of physicians were dis- 
cussed at a two-day meeting held by the Kansas 
Flying Physicians Association at Western Hills Lodge 
in Sequoyah State Park, Oklahoma, on November 15 
and 16. Flying physicians from Oklahoma and Ar- 
kansas were guests. 

Dr. Charles W. McMillin, regional medical officer 
of the C.A.A., was the principal speaker. 

Dr. Louis N. Speer, Ottawa, is president of the 
Kansas group and Dr. C. F. Taylor, Norton, is vice- 
president. 


More than 250,000 physicians in the United 
States and Canada are listed in the new 20th edition 
of the American Medical Directory, published recently 
by the American Medical Association. There were 
240,638 listings in the 1956 edition. The directory 
lists each physician’s age, address, date of licensure, 
specialty, and membership in specialty groups. 


Dr. J. Allen Reese, dean of the College of Pharmacy 
of the University of Kansas, was honored recently 
for his contribution to the pharmaceutical profession. 
An oil painting of Dean Reese was presented to the 
college by Wyeth Laboratories. A reproduction was 
used on the cover of a Wyeth publication for phar- 
macists, Pulse of Pharmacy. 


| 
| 
| 
‘ 
« 


Schizophrenia 


Diagnosis in Early Stages of the Disease 


HUGO J. ZEE, M.D., Kansas City, Missouri 


Although the incidence of schizophrenia in the 
general population is relatively low, the gravity of 
this disease is widely recognized.1;?:3.4,5 The nature 
of the illness frequently requires institutionalization, 
and its great chronicity has brought more schizo- 
phrenic patients to the hospital than patients suffer- 
ing from any other mental illness. Thus it is a seri- 
ous burden on our society.!;?3,4 

Early detection of “potential” schizophrenics is im- 
portant both in view of possible prevention of psy- 
chotic breakdown and in improving the prognosis.1: 
3, 4, 6,7, 8, 10 Many of these patients are not so much 
maladjusted as they are inadjustable.% 11,12 Why, 
then, are such patients not recognized? Why are they 
improperly cared for until late in the disease process, 
often as late as several years? And why is the patient 
finally hospitalized not chiefly because of mental ill- 
ness, but because he has become unmanageable to the 
family and the community ?2: 4, 5. 7, 8 

One important reason is the serious nature of the 
disease which makes many physicians reluctant to 
make such a diagnosis.1! Then, in the doctor’s office 
the patient, who frequently presents himself with 
some vague, bizarre complaints, is often branded as 
“neurotic’’ and is given some nonspecific medical or 
even surgical treatment.®: 8:11 Another elernent is that 
there is often a chronic onset, frequently without a 
definite precipitating factor, and thus patients are 
not detected until the disease is well advanced.*:13.14 

Often the illness makes its first appearance during 
adolescence, with approximately 75 per cent of the 
patients within the age range of 15 to 25 years, mak- 
ing the signs and symptoms typical of that age.% 19 
13,15 Moreover, early signs and symptoms are not 
necessarily characteristic; they must be evaluated 
against a proper background. As with some physical 
diseases, they must form a certain ‘‘constellation” in 
order to point out the diagnosis.7:8 18 

Finally, it should be brought out that much is 
still unknown about the etiology, pathology, and 
prognosis of schizophrenia, and that the early as 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected for 
publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Zee is now 
serving his internship at St. Luke’s Hospital, Kansas City, 
Missouri. 
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well as the full-blown clinical picture often varies so 
widely that the possibility emerges that schizo- 
phrenia is not ome disease.1, 3. 8, 16, 17, 18, 19, 20, 
21, 22, 23,24,25,26 Sometimes this causes confusion 
among experts who, even with the help of psycho- 
logical testing, are unable to make a definite diagnosis. 
With the advance of the disease process, signs and 
symptoms become more specific. However, it is be- 
yond the scope of this paper to describe such ad- 
vanced symptoms as hallucinations, ideas of refer- 
ence, and catatonic manifestations. 

Despite many difficulties, the early diagnosis of 
schizophrenia can be made more frequently, and 
thus many future complications, which may be irre- 
versible, can be prevented or allayed. In a sense, the 
general practitioner, to whom this paper is largely 
directed, is in a favorable position to discover these 
patients. Usually he has first-hand information about 
the patient’s family background, interpersonal rela- 
tionships, work record, interests, and recent changes in 
behavior, which can provide important clues toward 
the diagnosis of this disease. Furthermore, a high 
percentage of these marginally adjusted people are 
seen in the average practice because of undue worry 
over their physical 4,5, 6,7, 8,9 10 

It is the purpose of this paper, while not going into 
detailed consideration of differential diagnosis, to out- 
line a number of clinical observations which may lead 
to the early diagnosis of schizophrenia. 


Diagnostic Features 


The family background, which establishes basic 
social patterns, is important to keep in mind.?°.?6 Al- 
though the nature of the family influence is not ex- 
actly determined, Kallman presented some interesting 
figures which suggest a possible genetic factor. He 
showed that incidence is higher if one parent is 
schizophrenic (16.4 per cent) and is much higher if 
both parents are schizophrenic (68.1 per cent). He 
hinted that the closer an individual’s genetic relation- 
ship to a schizophrenic, the greater becomes his like- 
lihood for schizophrenia. For example, if one dizy- 
gotic twin has schizophrenia, the possibility of the 
other twin getting the disease is 14.7 per cent, where- 
as if the twins are monozygotic the possibility is 85.8 
per cent.18. 28 


| 
| 
| 


558 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


It is also interesting to note the schizophrenic’s 
parents’ personality types. Many workers have 
pointed to the peculiar mother-child relationship 
which is common to almost all schizophrenics.1® 17, 
25,27,30,31 These “‘schizophrenogenic’”’ mothers seem 
to lack understanding of the emotional needs of the 
child, making it difficult for him to establish his 
independence.17; 25, 29, 31, 32. 38 Since she is basically 
insecure, the mother compensates by aggressiveness, 
efficiency, and quasi-responsibility, and thus she be- 
comes the dominant adult figure in the home. 

Apparently she projects her own insecurity into 
her child, which makes her overprotective, allowing 
him little independence. She dresses the child until 
he is six or eight; she takes an eight-year-old child to 
and from school; she supervises his play and social 
life for fear that harm may be done to him; and, not 
too infrequently, she even demands to know his pri- 
vate thoughts. Her overconcern about his physical 
well-being may cause her to be unnecessarily pre- 
occupied with his health and create in him a poor 
body image. Not infrequently he is regarded as a 
weak and sickly child.1® 17, 25, 31, 38 

Another trait common in these mothers is their 
moralistic, self-sacrificing attitude. This is another 
important obstacle in the road toward normal inde- 
pendence for the child. Rebelling quite naturally 
against interference in his attempts at self-assertion, 
the child is made to feel guilty by his mother’s self- 
righteous attitude, particularly since she is making 
such a “‘sacrifice’”’ for his ‘‘benefit.’’1 

The child’s dependency on his mother as a result 
of her over-mothering attitude becomes even more a 
liability as a result of her threatening attitude, which 
makes the child fear he'll lose his parent through 
either death or desertion. The child reacts to this by 
exerting all his energy toward preventing the loss of 
his “protection” and love-object.1% 1%, 5, 26, 29, 31 

The child stands rather alone in this subtly sub- 
versive though socially well accepted love affair, for 
his father, if present, may well be a secondary figure 
in the home. When the father does try to predom- 
inate, he does it in such a tyrannical fashion that he 
is offensive, still leaving him an outsider. He may 
be described as disinterested, quiet, friendly, ‘‘nagged 
at,”” ineffective, passive, retiring, or weak (though 
not necessarily weak outside the home). His wite 
often shows a disregard for his value, and the child 
frequently feels sorry for him.1® 17, 25, 29, 31 

It is not surprising that such experiences as those 
of overdependence, threatened loss of this depend- 
ence, and attempts of self-assertion, in the absence of 
an adequate paragon to turn to, result in a deranged 
picture of love, guilt, fear, and hate. All of this, after 
sufficient stress, may lead to a withdrawal from real- 
ity, the psychosis. Therefore, the person is insecure, 


distrusting reality and withdrawing into his own fan- 
tasy life for satisfaction. Here his thinking is no 
longer guided by the conventional frame of reference. 
Also, the person cannot have an adequate sex identi- 
fication in such a family situation.*: 11, 21, 25, 27, 29, 38 

What can be said about such a person’s interper- 
sonal relationships? That is, how does he get along 
with his fellowmen? Typically he is described as a 
person who is preoccupied and prone to withdraw 
into himself, reacting inappropriately in a given situa- 
tion. It is true that many introverts become schizo- 
phrenics, though a sizable number of schizophrenics 
are truly extroverts or ambiverts with good social con- 
tact.1, 3, 4, 6, 7, 8, 28, 24, 33, 34, 85 Tt is in the group of 
extroverts and ambiverts that the diagnosis of schizo- 
phrenia is difficult.4, 1° 

in general this person suffers more from his fel- 
lowman than is usually imagined. He may appear 
calm or indifferent, frequently out of proportion to 
the situation; or he may appear overly friendly, re- 
flecting a difficulty of controlling his sadistic-destruc- 
tive impulses. But in either case there is an under- 
lying tension which produces a feeling of uneasiness 
in the person dealing with him.5: 1° 11 Temper tan- 
trums or “unassuageable anger,” often directed to 
some member of the family and out of proportion to 
the precipitating incident, probably are the result of 
severe frustration. Also it is observed that he may 
callously adhere to rather peculiar ideas which he 
will not sacrifice even in the face of reason.® 13, 14 
Because of his low self-respect, he frequently appears 
somewhat suspicious of others, and a practical joke 
or a remark about him may give rise to strange inter- 
pretation, or a brooding feeling of being perse- 
cuted.® 1% 18 He seldom has established an intimate 
friendship, in fact he may actually say that he has 
no feeling for people. Thus it may be found that as 
an early adolescent he played with children much 
younger than he, that later he seldom dated, and 
that he took part in few social activities.5 % 15 

Many schizophrenics are not married, and the 
marriages of others have not been very successful. 
The schizophrenic is not a good candidate for mar- 
riage because of his incompetence in communication, 
vague sex-identification, poor frustration tolerance, 
and the flatness of his emotions.®: 17, 25, 31 

In his work the patient may show a good record. 
Since he devotes so much of his energy toward gain- 
ing security, he may achieve more than his parents 
or siblings. Usually the nature of his work is such as 
to require little interpersonal contact, and he may get 
along well in such a situation. However, not infre- 
quently, signs of decompensation occur following a 
promotion or change of environment. The breakdown 
was often noticed in the military service. Typically 
here many had joined in an attempt to assert inde- 
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pendence from their mothers, or upon the suggestion 
of others who thought that military life would do 
them some good.®: 19 14, 16, 36 

Also suggestive of early schizophrenia is a history 
of frequent changes of jobs or of holding a job in- 
ferior to the patient's abilities, e.g., a college graduate 
doing grocery clerk work. The explanation for such 
an incongruous act is usually that he was slighted by 
his superior, or that he couldn’t get along with his 
fellow workers, or that he was given unpleasant work 
to do.5: 6, 12, 13, 14, 16 

Mention has been made of the schizophrenic’s 
overconcern with his physical health. Apparently 
reality’s disturbing influence on the patient is ex- 
pressed in bodily complaints, thus giving him a sense 
of relief by being able to blame his guilt or anxiety 
on something for which he is not responsible.* 

Another somewhat different explanation might be 
what Sullivan calls an inadequate means of “selective 
inattention.” We receive numerous stimuli from our 
environment, some of which are significant while 
others are irrelevant. Normally, by means of selective 
inattention, we can exclude the irrelevant from our 
attention and see to it that the relevant is properly 
cared for. In the schizophrenic, however, there is a 
confusion of what is relevant and what is not. This 
imposed on a poor body concept may explain why 
he produces vague, bizarre complaints which are of- 
ten difficult to pinpoint.*® 7 These complaints usual- 
ly closely follow some stressful situation. The person 


may also be susceptible to suggested illness." 25. 
26, 27, 31 


Case Report 


A 27-year-old toolworker seen in this clinic pre- 
sented himself with a complaint of bloody urine 
for several days. There was no history of fever, back- 
pain, dysuria, polyuria, or nocturia, but the patient 
did volunteer the information that a few days earlier 
he had passed a hair in his urine. It was neted that 
the patient expressed concern about his genitalia and 
wordered if they were all r'ght. The only positive 
finding was a questionable suprapubic tenderness. 
Urinalysis, blood-urea-nitrogen tests, complete blood 
count, intravenous pyelograms, and cystoscopy were 
all within normal limits. 

Since no physical pathology could be found, a 
more extensive history was taken from the patient. 
During this interview the patient wondered if the 
symptoms could be produced by constipation building 
up too much pressure ‘down there.” Also he thought 
that this ‘‘pressure” had affected his vision by making 
his eyes pop out and pull on his nerves each time he 
defecated. Lately, he said, he had been able to pre- 
vent that by pushing his thumbs on his neck each 
time he bore down. 


From his wife we learned that she had never seen 
any bloody urine from him, that the patient's brother 
had had a teratoma removed a few months earlier, 
and that the patient had expressed some concern 
about this being familial. The patient at this time was 
without work because it was too heavy for him, and 
his foreman had refused to give him something, light- 
er to do. 


Physical Examination 


A few words should be said about the physical 
examination. Generally the patient may be somewhat 
carelessly dressed, and his attitude may be one of 
indifference, although a state of tension is revealed 
in a general increase in muscle tone, perspiration, 
flushing, localized fibrillation about the mouth and 
eyelids, tremors of the extremities and, if the pa- 
tient is undressed, shielding of the genitalia. During 
the examination he may ask many questions about 
possible peculiar findings, or he may want to know 
the reason for every question that is being asked. 
His answers are guarded and, although he talks 
easily about generalities, he will say little about his 
personal life.7. 9. 10, 11, 12, 13, 38 

We are greatly indebted to Bleuler for what he 
called the fundamental symptoms of schizophrenia.*® 
They consist of: (1) Looseness of association of 
ideas whereby the patient no longer is guided by cus- 
tom, causality, or similarity to express himself. and 
which results in loss of the central thought ;#° (2) 
Disorder of affect, the most important of these symp- 
toms. Here emotion-laden complexes, which are un- 
conscious, influence the normal train of thought, and 
there may be discord between thought content and 
the expressing of it;#® 41 (3) Autism, in which the 
patient thinks in a manner which is incongruous 
with reality—a highly personalized way of thinking, 
again guided by complexes 4° 42 (4) Ambiva- 
lence, where the opposites of affect or will are poorly 
integrated.9 

Looseness of association is difficult to detect in 
the early schizophrenic, especially for the inexpe- 
rienced interviewer. Very little that is said by the 
patient seems to be pertinent, and there is a gradual 
shifting of topics which leads one nowhere. At one 
diagnostic conference here it was surprising that no 
one could offer any quotation of any size from the 
patient to be presented, apparently due to the subtle 
way in which he was able to talk in a loose manner, 
yet coherent enough to escape the observer's aware- 
ness. 

A 26-year-old engineer, who suddenly left a job 
where he had done excellent work and where he had 
made rapid progress both in status as well as eco- 
nomically, gave the following story: ‘Well, the real 
reason why I left was because I felt I could do better 
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somewhere else. So I quit and went to stay with my 
mother for a while.”” No plans for the future were 
made, and all he did was remain in his mother’s 
apartment. A lack of causality is noted here.*% 

The use of metonyms, or imprecise terms, is an- 
other common disorder of association. ‘The kitchen 
is always in such a mixture (mess) you just cannot 
stand it.” The patient seems completely unaware of 
these strange terms.*®, 43 

Interpenetration of themes is the mixing of one 
idea, such as a question, with a thought-occupying 
complex. For example: Question—“‘When did you 
last see your mother ?”’ Answer—‘‘My mother always 
has had great plans for me.’’4 

Concreteness, or the inability to think abstractly, is 
a common manifestation of looseness of association. 
“Is your husband still with you?” was asked of one 
patient who had been talking about divorce. “No, 
you are with me,” the patient replied. Or, “Mr. H., 
what brought you to the hospital?” Answer, “My 
car.”” A useful method of detecting concrete thinking 
is to ask the patient the meaning of a well-known 
proverb--his response will be a literal interpreta- 
tion.*# 

The occurrence of a sudden interruption in the 
middle of a sentence, only to resume after a few sec- 
onds on a different subject, is called blocking, which 
is considered a diagnostic sign in schizophrenia. 
“Thought deprivation” is a good description, and 
most patients experience it as such.4! The patient 
who demands to see the doctor because he has some- 
thing important to say, yet when given the opportu- 
nity comes up with some minor complaint, or does 
not know what to say at all, probably is experiencing 
some of this thought deprivation.3® 

The disorder of affect not only concerns the thought 
derangements just described but also results in the 
lack of depth of feeling noted in these patients. 
There is a dearth of color, a certain flatness or in- 
difference, in the way they express themselves. The 
patient may actually say, “I am bored,” or “I just 
cannot get interested in anything,” or “I have never 
been able to love anyone,” or worse yet, ‘Sometimes 
I feel completely estranged from people,” which is 
more of a displacement. Frequently this is described 
as “depression,” but it is not, for the patient does not 
necessarily feel blue or sad, and there is a lack of 
depth.®. 14, 34 

Incongruity between thought content and the ex- 
pression of it is common. The patient may giggle in- 
appropriately while talking about some serious mat- 
ter, or he shows excitement or concern when this 
would be indicated. The apparent explanation is that 
the affects are fixed to the unconscious complexes 


and thus are not available for conscious expres- 
sion.39 40, 41 
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Autism is the highly individualized use of words 
so that they are no longer understood by others, even 
those close to the patient. Words are given qualities 
which no longer agree with reality or with the social- 
ly accepted use of them; there is no ‘“‘consensual 
validation.” A healthy 17-year-old boy was found 
walking along a railroad track and explained in an 
off-hand manner that school wasn’t good for his 
“health.” A 48-year-old married man insisted that 
his newborn child be brought up by his parents as 
as they were “old and about to die.” These patients 
used their autistic language to justify some peculiar 
action.37> 39, 40, 42 

How does schizophrenia differ from psychoneuro- 
sis, a diagnosis too frequently made in general prac- 
tice 24, 5, 8. 11 The diagnosis is not too clear, especially 
since the prepsychotic patient frequently uses neurotic 
means to solve his problems.7: §: 14, 26, 36, 45, 46, 47 
We shall not go into a detailed account here of the 
differential diagnosis, but we feel that a few principal 
differences should be mentioned. Freud once wrote: 
“Neurosis does not deny the existence of reality, it 
merely tries to ignore it; psychosis denies it and tries 
to substitute something else for it.’’48 

It must be understood here that our patient, the 
early schizophrenic, although he denies reality, has 
substituted little for it as yet. In his interpersonal 
relations the psychoneurotic is adequate, being less 
prone to withdraw, able to establish intimate friend- 
ships, while being aware of social mores. If he is 
suspicious, it is founded on a sound basis, and de- 
lusions are not so bizarre and are due to some 
genuine misunderstanding.‘ 46 47 He is generally 
susceptible to logical argument. His physical com- 
plaints are coherently, though perhaps incorrectly, 
explained, so that the examiner has no difficulty fol- 
lowing him. The patient has an awareness of his 
problems, which are less diffused but more focalized, 
and he shows a genuine concern for them. Finally, 
the ‘fundamental symptoms’”’ have little to contribute 
here. 


Summary 


The diagnosis of early schizophrenia can be made 
frequently, and thus severe future complications can 
be prevented. Some reasons are given why this con- 
dition is not recognized—the doctor’s reluctance to 
make the diagnosis; the careless use of the term 
“neurotic”; the fact that most cases occur in adoles- 
cence with the result that the patients are regarded 
as having problems typical of that age; the lack of 
characteristic signs and symptoms; and our lack of 
understanding of schizophrenia. 

The following diagnostic features are mentioned: 
(1) the family background with particular emphasis 
on the mother-child relationship; (2) the patient’s 
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interpersonal relationships; (3) his work history; 
(4) his bodily complaints; (5) a brief discussion of 
Bleuler’s four fundamental symptoms along with 
some illustrations. 

Finally, a brief comparison is made between schizo- 
phrenic features and those of psychoneurosis. 


Bibliography 

1. Bellak, L.: Dementia Praecox, New York, Greene and 
and Stratton, 1948. 

2. Cameron, D. E.: Early schizophrenia, Am. J. Psychiatry 
95:567-582 (Nov.) 1938. 

3. Noyes, A. P.: Modern Clinical Psychiatry, Philadelphia 
& London, Saunders, 1956. 

4. Menninger, K. A.: Diagnosis and treatment of schizo- 
phrenia, Post Graduate Medicine 2:275-281 (Oct.) 1947. 

5. Gaw, E. A.; Richards, S., and Tillman, C.: How 
common is schizophrenia? Bulletin of the Menninger Clin- 
ic 17:20-28 (Jan.) 1953. 

6. Cameron, D. E.: Early diagnosis of schizophrenia by 
the general practitioner, New Eng. J. of Med. 218:221-224 
(Feb.) 1938. 

7. Hoch, P. H., and Polatin, P.: Pseudoneurotic forms of 
schizophrenia, Psychiatric Quarterly 23:248-276, 1949. 

8. Polatin, P., and Hoch, P. H.: Diagnostic evaluation of 
early schizophrenia, Psychiatric Quarterly 23:248-276, 1949. 

9. Tillman, C. G. D.: Detecting schizophrenia and pre- 
schizophrenic personalities, Bulletin Menninger Clinic 
5:167-170 (Sept.) 1941. 

10. Bartemeier, L. H.: Schizoid personality and schizo- 
phrenia, War Med. 1:675-681 (Sept.) 1941. 

11. Miller, M. H.: The borderline psychotic patient, the 
importance of diagnosis in medical and surgical practice, 
Ann. Int. Med. 46:736-743 (Apr.) 1957. 

12. Thom, D. A.: Schizoid and related personalities, War 
Med. 1:410-417 (May) 1941. 

13. Mayer-Gross, W.: The early diagnosis of schizophre- 
nia, Brit. Med. J. 2:936-939 (Nov.) 1935. 

14. Knight, R. P.: Borderline states, Bull. of Menninger 
Clinic 17:1-12, 1953. 

15. Noble, R. A.: Schizophrenia: early diagnosis and 
treatment, Practitioner 149:14-24 (July) 1942. 

16. Duval, A. M., and Hoffman, J. L.: Dementia 
praecox in military life as compared with dementia praecox 
in civil life, War Med. 1:854-862, 1941. 

17. Gerard, A. L., and Siegal, J.: The family background 
of schizophrenia, Psychiatric Quarterly 124:47-73, 1950. 

18. Kallman, F. J.: The genetic theory of schizophrenia, 
Am. J. of Psychiatry 103:309-322 (Nov.) 1946. 

19. Meyer, A.: Fundamental conceptions of dementia 
praecox, Brit. Med. J. 757-759 (Sept.) 1906. 

20. Meyer, A.: Constructive formulation of schizophrenia, 
Am. J. Psychiatry 78:355-364, 1921-22. 

21. Miller, W. R.: The relationship between early schizo- 
phrenia and the neurosis, Am. J. Psychiat. 96:889-896 
(Jan.) 1940. 

22. Paskind, H. A., and Brown, M.: Psychoses resem- 
bling schizophrenia occurring with emotional stress and end- 
ing in recovery, Am. J. Psychiat. 100:811-816. 

23. Wittman, M. P., and Steinkey, D. L.: A study of 
prodromal factors in mental illness with special reference 
to schizophrenia, Am. J. Psychiat. 100:811-816. 

24. Bellak, L., and Parcell, G. P.: The pre-psychotic 
personality in dementia praecox, Psychiatric Quarterly 
20:627-637 (Oct.) 1946. 

25. Lidz, T.; Cornelison, A. R.; Fleck, S., and Terry, D.: 
The intra-familial environment of schizophrenic patients: 
marital schism and marital skew, Am. J. Psychiat. 114:241- 
248 (Sept.) 1957. 

26. Wooley, L. F.: Studies in obsessive ruminative ten- 
sion states. II Exploration of the psychoneurotic psychotic 
borderline, Psychiat. Quart. 11:74-93 (Jan.) 1937. 

27. Lidz, T.; Cornelison, A. R.; Fleck, S., and Terry, D.: 


The intra-familial environment of the schizophrenic pa- 
tient: I. The father, Psychiatry 20:329-342 (Nov.) 1957. 

28. Schulman, A. J.: Etiology of schizophrenia, Psych. 
Quart. 24:515-531 (July) 1950. 

29. Lidz, R. W., and Lidz, T.: The family environment 
of schizophrenic patients, Am. J. Psychiat. 106:332-345, 
1949. 

30. Sullivan, H. S.: The Interpersonal Theory of Psy- 
chiatry, New York, The Norton Co., Inc., 1953. 

31. Wolman, B.: Explorations in latent schizophrenia, 
Am. J. of Psychotherapy 11:560-588 (July) 1957. 

32. Auten, H. L.: Outpatient treatment of subacute 
schizophrenia, Bull. of Menninger Clin. 3:184-188 (Nov.) 
1939. 

33. Jenkins, R. L.: The schizophrenic sequence: With- 
drawal, disorganization, psychotic reorganization, Am. J. 
Orthopsychiatry 22:738-748, 1952. 

34. Lawrence, B. G.: Difficulties in differential diagnosis 
of manic depressive psychosis and schizophrenia, Delaware 
State Med. J. (June) 1936. 

35. Michael, C. M.; Morric, D. P., and Soroker, E.: 
Follow-up studies of shy, withdrawn children II: Relative 
incidence of schizophrenia 27:331-337 (April) 1957. 

36. Miller, W. R.: The relationship between early 
schizophrenia and the neurosis, Am. J. Psychiat. 96:889-896 
(Jan.) 1940. 

37. Sullivan, H. S.: Clinical Studies in Psychiatry, New 
York, The Norton Co., Inc., 1956. 

38. Klingman, T.: Physical signs in schizophrenia, Am. 
J. Psychiat. 103:69-71 (July) 1946. 

39. Bleuler, E.: Dementia Praecox or the Group of 
Schizophrenias, Trans. by Josef Zinkin, New York, Inter- 
national Univ. Press, Inc., 1950. 

40. Bleuler, M.: Review of the work of Prof. Eugen 
Bleuler, Arch. Neurol. Psychiat. 26:610-627, 1931. 

41. Jung, C. G.: The Psychology of Dementia Praecox, 
Translated by A. A. Brill, New York and Washington, 
Nervous and Mental Disease Publishing Co., 1936. 

42. Zilburg, G.: Ambulatory schizophrenias, Psychiatry 
4:149-155 (May) 1941. 

43, Cameron, N.: Experimental Analysis of Schizophren- 
ic Thinking, from Collected Papers on Language and 
Thought in Schizophrenia, edited by Kasanin, J. S., Univ. 
of Calif. Press, 1951. 

44. Kasanin, J. S.: Concluding Remarks, from Collected 
Papers in Language and Thought in Schizophrenia, Berkeley 
& Los Angeles, Univ. of Calif. Press, 1951. 

45. Lewis, N. D. C.: Criteria for early differential diag- 
nosis of psychoneurosis and schizophrenia, Am. J. Psycho- 
therapy 3:4-18, 1949. 

46. Kasanin, J. S.: Problems in differentiation of neuroses 
and psychoses, J. Mt. Sinai Hosp. 5:287-300. (Nov.-Dec.) 
1938. 

47. Kamm, B. A.: Schizophrenia and compulsion neuro- 
sis, Bull. Menninger Clin. 5:20-27 (Jan.) 1941. 

48. Freud, S.: The Loss of Reality in Neuroses and 
Psychoses, Collected Papers, II, p. 278, New York, 1924. 

49, Sullivan, H. S.: Language of Schizophrenia, from 
Collected Papers on Language and Thought in Schizo- 
phrenia, edited by J. S. Kasanin, Berkeley & Los Angeles, 
Univ. of Calif. Press, 1951. 


A 6.6 per cent increase in traffic injuries in 1957 
more than offiset the slight decrease in highway fa- 
talities, according to statistics compiled by The Trav- 
elers Insurance Companies. 


American medical colleges had a record enrollment 
of 29,473 students in the 1957-1958 term. 
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PHYSICIANS’ ACTIVITIES 


A portrait of Dr. LaVerne B. Spake, who served 
on the faculty of the University of Kansas School of 
Medicine for 33 years and founded the Department 
of Hearing and Speech there, was hung at the school 
last month. 


Dr. Fae H. Spurlock, a fellow in the Men- 
ninger School of Psychiatry, 1954-1957, is now serv- 
ing on the staff of the Division of Mental Hygiene 
of the Kansas State Board of Health on a part-time 
basis. 


The Weston community entertained at a tea on 
October 26 in honor of Dr. L. C. Calvert, who has 
practiced in the community for 50 years. 


Dr. John I. Waller of Halstead and Dr. Rob- 
ert W. Myers of Newton participated in the pro- 
gram at a dinner meeting sponsored by the Harvey 
County Medical Assistants Society for their em- 
ployers last month. 


The city manager of Concordia has announced 
the appointment of Dr. L. J. Ruzicka as superin- 
tendent of public health for the city. 


Dr. Paul H. Lorhan, former professor of sur- 
gery (anesthesiology) at the University of Kansas 
School of Medicine, is now in the Department of 
Anesthesiology, Harbor General Hospital, Torrance, 
California. 


The Osawatomie State Hospital announces the ap- 
pointment of Dr. Hector W. Cavallin as a member 
of its staff. Dr. Cavallin had been a psychiatric resi- 
dent at the University of Kansas Medical Center 
before accepting the appointment. 


Dr. James A. Butin, Chanute, who has served on 
the Neosho County Selective Service Board since 
1948, was given a service award authorized by Pres- 
ident Eisenhower at an appreciation ceremony last 
month. 


Dr. H. O. Marsh, Wichita, recently spent a week 
at the Presbyterian Hospital in New York City study- 
ing advanced surgery of the hand. 


The history and development of surgery was the 
subject discussed by Dr. Albert E. Bair, Independ- 
ence, at a meeting of the Rotary Club there last 
month. 


Dr. Murray C. Eddy, Hays, who has served as 
an advisor to the American Association of Medical 
Assistants during the past four years, was given an 
engraved plaque of appreciation at the annual meet- 
ing of the organization in Chicago last month. 


Dr. Roger K. Wallace, Manhattan radiologist, 
has been notified by the Atomic Energy Commission 
that he has been certified in the diagnostic and thera- 


DEATH NOTICES 


THOMAS ELMO SMITH, M.D. 


Dr. T. E. Smith, 80, an honorary member of 
the Montgomery County Medical Society since 
1947, died at Mercy Hospital, Independence, 
on October 21. A graduate of Kansas City 
Medical College in 1904, he began practice 
as a general practitioner and 10 years later 
limited his work to the eye, ear, nose, and throat 
specialty, retiring in 1947. He served as a repre- 
sentative in the Kansas legislature for two 
terms. 


ERNEST ELwoop TipPIN, Sr., M.D. 


An eye, ear, nose, and throat specialist, Dr. 
E. E. Tippin, Sr., 67, died at his home in 
Wichita on October 30 after a month’s illness. 
After serving in the Army in World War I, he 
completed his medical education at Rush Medi- 
cal College, Chicago, and began practice in 
Wichita. He was a diplomate of the American 
Board of Otolaryngology and a member of the 
American Academy of Ophthalmology and 
Otolaryngology and of the American Society 
of Ophthalmologic and Otolaryngologic Allergy. 
Among the survivors is a son, Dr. E. E. Tippin, 
Jr., who is also a physician. 


WALTER JAMES SINGLETON, M.D. 


A retired LaCrosse physician, Dr. W. J. 
Singleton, 65, died in his car on November 7, 
apparently the victim of a heart attack. He was 
a member of the Rush-Ness Medical Society. 
Dr. Singleton was graduated from the St. Louis 
College of Physicians and Surgeons in 1921 
and had practiced in Kansas since 1922. 
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peutic usage of P82, and cobalt®®. An isotope 
laboratory under Dr. Wallace’s supervision has been 
set up at the Riley County Hospital, Manhattan. 


A certificate was issued last month to Dr. Rich- 
ard C. Ye, a member of the staff of the University 
of Kansas School of Medicine, naming him as a 
diplomate of the American Board of Plastic Surgery. 


Dr. Thomas L. Hill, Arkansas City, is discon- 
tinuing his practice there and is moving to Iowa. 


The treatment of mentally ill children in Kansas 
was discussed by Dr. Charles M. Poser, of the Uni- 
versity of Kansas School of Medicine, in an article 
published in the Kansas City Kansan on October 29. 


Dr. Frank T. Cultron, Salina, spoke on glaucoma 
at a meeting of the Lions Club there last month. 


A paper on teenage behavior, presented at a par- 
ents’ meeting at the Garnett High School by Dr. 
Ralph E. White, was published in the Garnett An- 
derson Countian at the request of teachers and par- 
ents who heard it presented. 


Dr. Harry O. Anderson, Wichita, told of prog- 
ress in treatment of crippled children at a meeting of 
the South Central Association of Social Workers in 
Wichita last month. 


Dr. W. Graham Calkins, Manhattan, recently be- 
came a diplomate of the American Board of Inter- 
nal Medicine. 


A reception given by the Kiwanis Club in Kansas 
City recently honored Dr. L. L. Bresette who has a 
37-year record of perfect attendance at club meetings. 


Dr. Wayne E. Hird, who recently began practice 
in Wichita, has been made a diplomate of the Ameri- 
can Board of Surgery and of the American Board of 
Thoracic Surgery. 


The value of hypnosis was discussed by Dr. Nor- 
man H. Overholser at a meeting of the Kiwanis 
Club in El Dorado recently. 


Dr. George Bascom, who recently became a diplo- 
mate of the American Board of Surgery, is now prac- 
ticing in Manhattan in association with his father, 
Dr. Kellogg F. Bascom. 


A paper written by Dr. Jesse D. Rising, of the 
University of Kansas School of Medicine, for publi- 
cation in Postgraduate Medicine was summarized in 
the October 27 issue of Time. The paper dealt with 
side effects of commonly used drugs. 


Dr. Howard C. Clark, Wichita, gave an illus- 
trated talk, ‘Medical Memories’ at a meeting of the 
Woman’s Auxiliary to the Sedgwick County Medical 
Society last month. 


“New World Medical Care” was the subject chosen 
by Dr. Thomas P. Butcher, Emporia, for an address 
before the Commercial Club in Hartford last month. 


Dr. Monte B. Miller is now practicing in Garnett 
in association with Dr. Ralph E. White and Dr. 
Thomas M. Dougherty. He is a graduate of the Uni- 
versity of Kansas School of Medicine and during the 
past two years has been serving in the Air Force, sta- 
tioned in Phoenix. 


Nursing Care 
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Economics in Medicine 


Importance of the Medical Assistant 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


In previous articles we have stressed the importance 
of proper office routines. However, we need to 
emphasize that no matter how efficiently you may 
plan the routines to be followed in your office, unless 
you have qualified assistants your efforts will be in- 
effective. 

The value of the medical assistant to your financial 
success cannot be over-stressed. In his book Public 
Relations in Medical Practice, James Bryan states, 
“There is no position open to women in which they 
play a greater part for better or for worse in the suc- 
cess of their employers.” Certainly, then, the wise 
doctor will obtain the services of the most highly 
qualified girl he can secure. 

In many offices the medical assistant must be a 
““jack-of-all-trades.” Consider for a moment that the 
average business office usually has a girl to do steno- 
graphic work or bookkeeping or reception work. In the 
doctor's office frequently one or two girls must do all 
of this and still learn to assist the doctor, do minor 
laboratory work and sterilizing, keep the office clean, 
collect, answer the telephone, and learn a new and 
highly technical vocabulary as well as a general knowl- 
edge of the type of diseases you treat, common symp- 
toms that demand emergency treatment, and the like. 
An inexperienced or mediocre girl cannot learn to do 
all these things as they must be done. It would be far 
better to seek the best available and pay accordingly. 
An extra $25 per month may mean the difference 
between efficiency and carelessness, between harmony 
and discord in your office. It may also mean a differ- 
ence of several hundred dollars in your monthly col- 
lections ! 

Besides the necessary business qualifications, be 
sure you employ an assistant who has a pleasant 
personality and an ability to talk to patients. There 
are not too many people who can express themselves 
well and even fewer who can control a conversation 
and make the other person like it. If you have such 
a girl you are indeed fortunate. 

It is also essential that you help her understand the 
importance of collections and the need for her to dis- 
cuss finances with patients. There is little training 
available to prepare the medical assistant for her posi- 


Mr. Wehrenberg is Missouri-Kansas manager, Profession- 
al Management Mid-West, 4010 Washington Street, Kansas 
City, Missouri. 


tion, so don’t expect miracles from her unless you see 
to it that she is given instructions on how to handle 
her duties. 

With the right assistant and proper routines, you 
will be able to keep collections under control most 
of the time. For those accounts which are delinquent, 
she may be able to set up a system of telephone col- 
lecting that will bring in some unexpected payments. 


Using the Telephone 


A friendly telephone call after a patient has re- 
ceived several statements and letters may be just what 
it takes to collect the account. Have your secretary 
begin by saying, “Mr. Brown, we have sent you a 
number of statements and letters concerning your ac- 
count, but haven’t heard a word from you. Frankly, 
we are puzzled, Mr. Brown. Is something wrong?” 

Your assistant will be understanding and cooper- 
ative, but she should also obtain from him a definite 
promise to pay before she hangs up. This promise, 
like all other promises regarding payment, should 
state how and when he intends to have the account 
paid in full. And if he fails to keep his agreement, 
she shouid be prompt with her follow-up. A good 
recall system can be set up to help her control ac- 
counts she is following. 

If your policies are correct and you and your as- 
sistant are fulfilling your responsibilities toward ex- 
plaining and collecting fees, there will be no reason 
for poor collections in your office. And obviously be- 
fore any reliable financial program can be set up for 
your personal affairs, you must be realizing a just in- 
come from your practice. For this reason your fees 
and the collection of those fees are all-important. You 
owe it to your patients, your family, and yourself to 
give these matters careful consideration and see that 
they are handled ethically and effectively! 


In a traffic safety booklet, The Road Toll, The 
Travelers showed that one out of every 67 Ameti- 
cans was killed or injured in an automobile crash 
last year. Total casualties were 2,563,700, the highest 
total in history. 


In 1955, 8,130 pedestrians were killed in U. S. 
traffic accidents. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


The 86th Congress convenes January 7 with a top- 
heavy Democratic majority in both House and Sen- 
ate. This, in turn, will find all Congressional com- 
mittees, including those dealing in health bills, with 
a higher proportion of Democrats. 

Because legislation rarely gets to the floor for a 
vote unless some committee sends it there, the make- 
up of committees is of considerable importance in any 
Congress. It will be doubly so in the 86th Congress, 
where so many new personalities and new ideas prom- 
ise to abound. 

In the Senate during the 85th Congress when the 
line-up was 49 Democrats to 47 Republicans, com- 
mittees were fairiy evenly divided—generally only 
one more Democrat than Republican. With the ratio 
in the Senate increased to 62 to 34, committee com- 
position may run as much as 10 to 5 or 9 to 6 in favor 
of the majority party. The Reorganization Act of 
1946 assures each senator of two committee assign- 
ments, which means 26 new places have to be found 
on Senate committees in January. 

The party ratio for House committees likewise will 
run high in favor of the Democrats. 

Each party and each branch of Congress has its 
own way of naming members to the many committees. 

In the Senate, the Democrats make appointments 
through a standing 15-man group known as the 
Democratic Steering Committee. Its chairman is Ma- 
jority Leader Lyndon Johnson, and other members 
are Senators Mansfield, Hennings, Chavez, Ellender, 
Frear, Russell, Hayden, Holland, Humphrey, Pastore, 
McClellan, Robertson, and Johnston of South Caro- 
lina. 

The Republicans in the Senate make their appoint- 
ments through a five-man Committee on Committees 
which in the last Congress was made up of Senators 
Knowland, Bricker, Saltonstall, Bridges, and Dirksen. 

In the House, the selection of Democratic members 
is done by the majority members of the Ways and 
Means Committee which sits as a Committee on Com- 
mittees. The Republicans have a different approach. 
When Congress convenes, each state delegation meets 
and names a representative to a Committee on Com- 
mittees; he has as many votes on the committee as 
there are Republicans in his delegation. Chairman 
of the committee is Minority Leadet Joseph Martin. 


The House Ways and Means Committee which 
undoubtedly will be considering legislation of im- 
port to physicians (hospitalization of the aged under 
social security and tax deferrals on money paid into 
annuities) has for several years been divided 15 Dem- 
ocrats to 10 Republicans. This ratio may change to 
17 to 8. In any event, seven members will not serve 
in the new Congress. One was lost through death, 
four through decisions not to run for re-election to 
the House, and two to defeat at the polls. 

The Senate Finance Committee, which will be han- 
dling much the same legislation as Ways and Means, 
has been divided 8 to 7. It is certain that three Re- 
publicans will not serve again; two retired from the 
Senate and one was defeated in the recent elections. 

House Interstate Committee, another group of im- 
portance to the profession because of its interest in 
federal aid to medical schools and Hill-Burton amend- 
ments among other things, has lost the three top 
ranking Republicans and the only physician serving 
on a committee dealing with health. Either they did 
not seek re-election or they were defeated at the polls. 

Senate Labor Committee, which has jurisdiction 
over most of the major health proposals in the Sen- 
ate outside of social security, loses three Republican 
members. Its present lineup of 8 to 7 will be changed 
too, probably to 10 to 5. 


Physician members of the 85th Congress number 
four. This is one less than in the 85th Congress. Re- 
turned again were Dr. Walter Judd of Minnesota and 
Drs. Thomas Morgan and Ivor Fenton, both of Penn- 
sylvania. Defeated were Dr. Will Neal of Virginia 
and Dr. A. L. Miller of Nebraska. 

One new physician has been added. He is Dr. 
Thomas Dale Alford, a board opthalmologist of Lit- 
tle Rock, where he has been in active practice since 
1948. Dr. Alford, 42, was educated in Arkansas 
schools and received his medical degree from the 
University of Arkansas. He served in the Army Medi- 
cal Corps during World War II. 

Dr. Morgan, who has been acting chairman of the 
House Foreign Affairs Committee since last summer, 
is slated to become chairman when the new Congress 
is formally organized. He will thus be the first physi- 
cian chairman in the 136 years of the committee. 


Over 95 per cent of the vehicles involved in acci- 
dents last year were in apparently good condition. 
More than 85 per cent of the fatal accidents came 
during clear weather, 79.6 per cent on dry roads. 
These facts emphasize the factor of driver responsi- 
bility. 
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BLUE SHIELD 


A small increase in dues for Kansas Blue Shield 
became effective on December 1 for most of the 
Employee Group members in the state. Group mem- 
bers whose payment date is in December are being 
changed at this time, and all other groups will be 
changed on their next regular payment date. No 
changes are being made for the Non-Group or Farm 
Bureau members until some time next year. 

This is the first time that Kansas Blue Shield dues 
have been increased since 1951, and it is necessary to 
make this small adjustment in order to continue to 
provide the present high level of coverage for Kansas 
members. 

Two years ago the reserve funds in Kansas Blue 
Shield had reached a level that made it possible to 
add a number of important Blue Shield benefits at 
no increase in dues. Since that time, however, steadily 
increasing utilization has made it necessary to make 
this small increase in rates. 


Blue Cross Dues Also Increase 


The adjustment in Blue Shield dues was made 
at the same time that a more substantial increase was 
found to be necessary for Blue Cross. The amount 
of hospital services used and the cost of those services 
are the two main factors which determine what Blue 
Cross-Blue Shield dues will be. 

Officers of Kansas Blue Cross-Blue Shield point 
out that the last increase in Blue Cross dues for Em- 
ployee Group members was in 1956, at which time 
benefits were also increased. The adjustment at that 
time was made to sustain hospital costs and member 
utilization until late 1958 or 1959. Since 1956, how- 
ever, steadily increasing costs and utilization make 
these rates inadequate. Costs have increased even more 
rapidly than was anticipated, and more members than 
ever before have used their Blue Cross services. 

Therefore, Blue Cross income from dues was no 
longer adequate to sustain payments for hospital 
benefits used by members. 

For example, Blue Cross officers pointed out that 
in 1956 daily hospital charges in Kansas averaged 
$19.34. In 1957, the per diem charge was $20.70, 
and it is estimated that by the end of this year daily 
charges will have increased to $22.15. 

At the same time, the number of days of hospital 
care for each 1,000 members of Blue Cross has in- 
creased from 1,040 in 1956 to 1,172 days of care. 
Thus both the two main factors which determine dues 
have increased more than could have been anticipated, 
and it has become necessary to draw from reserves in 
order to help meet the hospital bills of members. 


Kansas Compares Well 


Kansas hospital costs are lower than those in other 
regions. Obviously they are increasing, but Kansas 
hospital costs (on the average) are less than those in 
most other states. The daily hospital charges in others, 
as compared with Kansas are: 


New England States ................ $34.43 
South Atlantic States ............... $24.25 


To Control Costs 


In an effort to explore hospital and medical eco- 
nomics in Kansas, the Kansas Medical Society, the 
Kansas Hospital Association, and the Blue Cross- 
Blue Shield Board of Directors several months ago 
organized a Joint Study Committee on Hospital and 
Medical Economics. In explaining the purpose of 
the committee it was pointed out, “In view of concern 
about the rising cost of hospital-medical care through- 
out the country, occasional difficulty in getting a 
patient admitted to the hospital, and the possible 
overuse of health insurance programs, these three 
organizations voluntarily set up the study committee.” 

One of the first actions of the group was the rec- 
ommendation that committees of physicians be set 
up in hospitals throughout the state to examine actual 
hospital cases to help determine how health care plans 
are being used. Over 300 physicians and 145 hospitals 
are participating in this state-wide study of hospital 
usage. The careful examination of hospital cases is 
now under way in every hospital in Kansas, with 
physicians checking the records, finding the reason 
for admission, the length of stay, and the services 
used. They expect to learn whether overuse of hospital 
services exists, and if so, to what extent. It is hoped 
that once the results of the study are known, prompt 
action can be taken to correct any possible unneces- 
sary practices. 


New forms of medical treatment are thinning 
the ranks of patients in United States mental hos- 
pitals, according to the publication Patterns of Dis- 
ease, prepared by Parke, Davis and Company for the 
medical profession. Striking statistical evidence is 
that in 1957 the number of patients continued to 
decline for the second successive year. The down- 
ward trend began in 1956 with about 8,000 fewer 
patients in mental hospitals than in 1955. 

However, admissions continue to climb. For in- 
stance, there were about 3,000 more first admissions 
in 1956 than in 1955. Patterns points out that studies 
are needed to determine whether this is due to an 
increase in mental illness itself or “merely an in- 
creased use of expanding facilities.” 
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THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Our Fautt 


Dr. Gunnar Gundersen, head of the American 
Medical Association, says that the high cost of medi- 
cine can “ruin voluntary insurance, and can imperil 
the private practice of medicine.’ For this he blames 
the doctors, the hospitals, the insurers and the patients. 

The patients, Doc? But I guess he’s right at that. 
We're suckers. Probably when we're half dead with 
flu or pneumonia we should simply say, “Nothing 
doing. I'll just lie here and die rather than submit to 
high cost medical care and outrageous hospital rates.” 

Strike! That's what we need to do. So if you happen 
to slip on the ice and break a leg next winter, don’t 
let anyone call an ambulance, and don’t go to the 
hospital. Just sit there in the snow till you freeze to 
death, or crawl home and set your own leg. That'll 
teach the medical profession a lesson. 

Or, if you are taken to the hospital unconscious 
and if you are kept there for weeks against your will, 
just decline to pay when they roll you in a wheel 
chair to the cashier’s window. Or, just say, ‘I'll settle 
for half. Not a penny more.” 

Or sometime settle your drug bill for half, and 
try getting drugs from the same source another time. 

And yet, with all its seeming absurdity, there is a 
grain of truth in the good doctor’s statement. For 
there would be no surer way to cheat the doctors, 
the nurses, the hospitals and the druggists than to 
quit the pace we are going, quit the racing with the 
Joneses, outlaw nuclear tests, outlaw war, bump 
along in last year’s car, make do with the lounging 
chair that needs re-upholstering, go late to work, 
late to appointments, take a siesta every afternoon 
like the Mexicans, and don’t do anything today that 
you can possibly do tomorrow. 

In a society like that, the doctors and hospitals 
and druggists would soon be advertising their services 
half price——Marion Ellet, Concordia Blade-Empire, 
October 27, 1958. 


CHECKUP OR BRUSHOFF? 


We read repeatedly of major public figures going 
to their doctors for ‘a regular medical checkup.” 
President Eisenhower did this a few days ago and 


was found healthy and able to take the rigors of office 
and campaign. 

But so often when one of us ordinary persons goes 
to our own doctor for a ‘‘periodic checkup” we get 
a brushoff instead. 

Medical literature and public health officials con- 
stantly advise that the best way of preventing disease 
and ailments is to have such checkups. Like the 
Cancer Society’s admonition, “Fight Cancer with a 
Check and a Checkup.” 

Many doctors, for reasons of being overloaded 
with work or for other reasons, don’t seem to take 
this idea seriously. They take the individual's blood 
pressure, tap his chest to listen, ask if he has any com- 
plaints and then turn him out so they can deal with 
persons known to be ill. 

Dr. Lester Breslow, chronic diseases chief of the 
California State Health Department, spoke up against 
this practice in a talk in St. Louis a few days ago. 
He said that it could be blamed partly on the shortage 
of doctors. 

He added that this is a “major challenge’ to the 
professors of preventive medicine in our medical 
schools. And we're inclined to agree. Too many times 
we have known of someone succumbing to cancer or 
some other ailment when a thorough physical ex- 
amination a few months before would have revealed 
it and allowed time for treatment—Waichita Eagle, 
November 2, 1958. 


Study of Irradiation Poisoning 


Information on all recorded cases of chronic irradia- 
tion poisoning in human beings by certain internally 
deposited alpha emitters is being collected at the 
Radioactivity Center of the Massachusetts Institute 
of Technology. Records are being microfilmed and 
a punch-card system has been installed. 

This information will be available for study and 
correlation of such items as the amount of internally 
deposited radioactivity, shortening of the life span, 
susceptibility to other diseases, and incidents of bone 
changes and tumors. 

It is known that there are alive today large num- 
bers of persons who have been harboring radioactive 
substances within their systems for more than 30 
years. They are generally referred to as having cases 
of radium poisoning—internal deposits of radium, 
mesothorium, radiothorium, thorium X, thorium 
dioxide, or any combination of these materials. Some 
painted watch dials, some drank “Radithor,” and 
others had injections of radium chloride, a type of 
accepted therapy in 1927. 

Physicians who have information on such persons 
can aid in the study by sending information to the 
center at which the data are being recorded. 
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BOOK REVIEWS 


Surgical Anatomy. Fourth Edition. By Barry ]. An- 
son, M.A., Ph.D. and Walter G. Maddock, M.D. 
Published by W. B. Saunders Company, Philadelphia. 
1105 pages. Price $21.00. 


Edited by a competent team consisting of an anato- 
mist and a surgeon, the book effectively correlates 
basic anatomy with good surgical technique and 
covers the anatomy of the entire body with excellent 
illustrations. 

Complete discussion of the anatomy of an organ 
or region is given, then the surgical considerations are 
discussed. Surgical indications are gone over along 
with surgical involvements. 

Topflight surgeons express their views and ex- 
periences on such subjects as procedures in regard to 
the complete extirpation of the regional lymph chan- 
nels draining a malignant lesion. 

The authors discuss incisions for different type 
procedures with respect to the anatomy and the pos- 
sibility of what the operative findings may entail. 
Operative approaches and actual step-by-step opera- 
tive techniques are discussed. 

This book should be of much value to the advanced 
student, the resident, and the surgeon.—W.H.Z. 


Emergency Treatment and Management. Second 
Edition. By Thomas Flint, Jr, M.D. Published by 
W. B. Saunders Company, Philadelphia. 539 pages. 
Price $8.00. 

Dr. Thomas Flint, Jr., author of this book, is 
director of the Industrial Relations Division and 
chief of the Emergency Department of the Per- 
manente Medical Group, Kaiser Foundation Hospital, 
Richmond, California. This book has as its primary 
purpose the aspect of emergency treatment when the 
physician is faced with the necessity of making vital 
decisions quickly with a minimura of laboratory aid, 
consultation, or solemn contemplation. 

Included among emergency conditions which have 
new or modified methods of treatment are barbiturate 
intoxication, cardiac arrest, cold injuries, vasopressor 
resistant shock, and arterial damage. The section on 
pediatric emergencies is well written and has particu- 
lar emphasis on those conditions in which there is 
marked difference in the treatment of infants or chil- 
dren as opposed to adults. 

The grave menace of acute poisoning, especially in 
children, is written to include some of the recently 
developed fungicides, insecticides, and similar com- 
pounds whose toxic effects are not as yet widely 


known. 
The increasingly wide use of Nalline in the deter- 
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mination of narcotic addiction and of blood tests for 
alcoholic intoxication are discussed in special sections. 

The author believes that if good guides are utilized 
in the routine handling of emergency cases, successful 
suits against physicians will become less frequent. Be- 
cause of this, there are sections of the book which in- 
clude the topics of x-rays, suicide, examination for 
rape or criminal assault, abandonment, court testi- 
mony, and malpractice. 

The topics are presented in outline form and neces- 
sarily are incompletely covered in many instances. 
The book serves well as a guide, although a standard 
book may be necessary to provide more information 
on individual problems. This book should be of value 
to any physician who is called upon to handle emer- 
gency cases and will be of particular value to the 
general practitioner.—D.R.P. 


Negroes and Medicine. By Dietrich C. Reitzes. 
Published by Harvard University Press, Cambridge, 
Massachusetts. 382 pages. Price $7.00. 


The first part of this study involves an analysis and 
compilation of statistical data and tables relevant to 
Negro applicants to medical schools and Negro medi- 
cal students. These tables and percentiles are present- 
ed in detail as a prelude to the second part of the 
book in which a study of 14 sample communities is 
presented in relation to their degree and pattern of 
integration in medicine. 

As indicated, this study has as its focal point the 
degree of integration of the Negro physician in the 
medical sphere in each of the 14 communities. It 
seems to be a comprehensive study and an objective 
one. Both sides of each situation in the particular 
community studied are presented to the reader. 

The author's sources of information in each com- 
munity seem most authoritative. Though the subject 
matter concerns itself with topics that have elicited 
various stereotyped comments from both white and 
non-white groups, the reader is given the material at 
its face value. The communities studied represent a 
cross section of the country. Various underlying factors 
throughout the study combine in a most unique way 
to effect different patterns in each community. 

A most interesting point is evident throughout the 
book. The author seems to have succeeded in divorc- 
ing himself personally from the opinions, facts, and 
information he presents. This is a difficult feat to 
achieve in a book dealing with such controversial is- 
sues. 

If at times we seem to be deluged with an overload 
of statistical data, the analyses that follow make the 
data more meaningful. Any reader of the book in 
my opinion will be a step forward in the topic of race 
relations in medicine, and also race relations in gen- 
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eral. The author has made a most significant contri- 
bution and aired many facets of thinking, facets that 
are important if integration in medicine is ever to be 
effected 100 per cent.—H.H.]. 


Neurotic Distortion of the Creative Process. By 
Lawrence S. Kubie. Published by University of Kansas 
Press, Lawrence, Kansas. 151 pages. Price $3.00. 


Doctor Kubie, a psychoanalyst, challenges the no- 
tions that genius and insanity are inseparably en- 
twined, or that great creativity arises from neurotic 
roots. ‘“The fact remains,” he says, ‘that the processes 
of illness block and corrupt the creative act.” The 
artist in any field creates in spite of his neurosis, not 
because of it, and creates less well than if he were 
freed of it. That the genius was, is, or will be psy- 
chotic simply points up the fact that “merely to be 
creative is not enough either to protect us from mental 
illness or to cure us.” 

The heart of Doctor Kubie’s argument lies in his 
conception of the rcle of preconscious processes. It is 
from the electronic computer-like preconscious that 
creativity springs, not from the stereotyped, rigid, 
repetitive unconscious. In a section on education, he 
points up the need to free the “enormous potential” 
of the preconscious, and how some educational proc- 
esses inhibit or stultify creativity. 

Doctor Kubie has reason to know whereof he 
speaks. He has treated some of our more gifted and 
creative personalities, and shares these attributes with 
his patients. He writes interestingly, challengingly, 
and clearly.—P.W.T. 


Technique and Practice of Psychoanalysis. By Leon 
]. Saul. Published by J]. B. Lippincott Company, 
Philadelphia. 244 pages. Price $8.00. 


This is an easily read, comprehensive text which 
incorporates much of the literature related to its 
subject matter as well as the author’s broad under- 
standing derived from his extensive experience both 
as a teacher of psychoanalysis and as a practicing ana- 
lyst. In general what is presented is “‘classical’’ psy- 
choanalytic technique, though the book does contain 
some modifications introduced by its author. 

For the reader who wishes to properly understand 
this book, a thorough knowledge of psychoanalytic 
theory is essential. Other than the first chapter which 
is entitled “The Nature and the Goals of Psycho- 
analytic Treatment,” this text is of limited interest 
to physicians in general. Its author intended it for 
candidates in training to become psychoanalysts and 
for those who are teachers of psychoanalysis —C.M.E. 


Human Parturition: Normal and Abnormal Labor. 
By Norman F, Miller, T. N. Evans, and R. L. Haas. 
Published by Williams and Wilkins Company. 248 
pages. Price $7.50. 


This volume covers, as the name indicates, the 
fundamentals of obstetrics in outline form. ‘It is 
designed and admirably suited for student use. The 
only chapter not definitely set up in outline form is 
one on uterine physiology and its function. This is 
not to say that there is not discussion of various 
features of obstetrical care, but rather that the dis- 
cussion is condensed and concise in conformity with 
outline construction. It is adequately supplied by 
line drawings. 

This book can be highly recommended for student 
use but should find considerable use in the hands of 
a practitioner who finds profit from refreshing his 
memory from time to time on the fundamentals of 
this practice. It would be an excellent thing to have 
in any hospital obstetrical department for an authori- 
tative reference whether or not the institution is of 
the teaching type. In fact, non-teaching hospitals 
might have the greater use for it—D.E.G. 


Study of Central Nervous System 


A systematic study of the central nervous system, 
to include research on multiple sclerosis, Parkinson’s 
syndrome, amyotrophic lateral sclerosis, muscular dys- 
trophy, cerebral palsy, epilepsy and other clinical 
entities, has been begun by the National Neurological 
Research Foundation through awards to scientists 
for five-year studies. 

In the past, many scientists in the field have been 
unaware of the work of others, thus duplicating 
efforts. This project will serve to unify all studies of 
the diseases which have afflicted an estimated 20 
million Americans and which rank third as a cause 
of death in this country. 

The Foundation reports the following statistics on 
incidence: Parkinson’s syndrome, 1,500,000 cases; 
cerebral palsy, between 500,000 and 750,000 cases 
with one-third of the patients under age 21; multiple 
sclerosis, 250,000 cases, the majority stricken between 
the ages of 20 and 35; muscular dystrophy, 200,000, 
half in children between the ages of 3 and 13; 
epilepsy, 1,500,000; senile psychoses, 25,000. 

Another estimate of the Foundation concerns the 
cost of caring for persons so afflicted. For example, 
it is presumed that $189,000,000 is spent each year 
for the care of persons afflicted with cerebral palsy. 
The cost of maintaining 50,000 epileptics in state 
institutions amounts to approximately $35,000,000 
per year. 
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COUNTY SOCIETIES 


A joint meeting of the Wyandotte County Medical 
Society and the Wyandotte County Bar Association 
was held at the Town House Hotel, Kansas City, on 
November 18. Speaker for the evening was Prof. 
F. J. Moreau of the University of Kansas School of 
Law. 


Dr. Clovis W. Bowen, Topeka, took office as presi- 
dent of the Shawnee County Medical Society at a 
dinner meeting held at the Society's building on 
November 3. Newly elected officers are as follows: 
president-elect, Dr. William O. Martin; vice-president, 
Dr. R. Dale Dickson; secretary, Dr. Bartlett W. Ram- 
sey; treasurer, Dr. G. Bernard Joyce; member of 
board of directors, Dr. Chester M. Lessenden, Jr.; 
member of board of censors, Dr. David E. Gray; 
members of medical service board, Dr. Joseph D. 
Beck, Dr. Joseph Gendel, and Dr. Ralph R. Preston; 
member of board of directors of Topeka Blood Bank, 
Dr. William R. Roy. The retiring president, Dr. Grey, 
was presented a plaque. 

Mark Morris, D.V.M., was speaker of the evening. 
His subject was “Research and Development in Vet- 
erinary Therapeutic Nutrition.” 


A meeting of the Cowley County Medical Society 
was held at the Arkansas City Country Club last 
month. Dr. James F. Hammarsten, of the Oklahoma 
University School of Medicine, was speaker. 


Physicians and lawyers of Reno County held a 
joint dinner meeting at the Prairie Dunes Country 
Club, Hutchinson, in October. Dr. John L. Lattimore, 
Topeka, was speaker. A film was shown to complete 
the program. 


Dr. C. Arden Miller, of the University of Kansas 
School of Medicine, was guest speaker at a joint 
meeting of the Miami County Medical Society and 
the Miami County Association for Retarded Children 
in Paola on October 21. He discussed the care of 
handicapped children, the deaf, the cerebral palsied, 
the mentally retarded, and those with speech difficulties. 


“The Cardiac in Industry” was the subject discussed 
by Dr. R. Emmet Kelly, medical director of Monsanto 
Chemical Company, St. Louis, at a meeting of the 
Sedgwick County Medical Society in Wichita on 
November 4. 


To Combat Food Faddism 


A nationwide educational campaign to alert the 
public to a billion dollar food faddist racket was 
launched at the American Medical Association’s pub- 
lic relations institute recently. 

The campaign will be a cooperative effort of the 
American Medical Association, the Federal Food and 
Drug Administration, and the National Better Busi- 
ness Bureau. It will be implemented locally by state 
and county medical societies. 

Representatives of these organizations taking part 
in a panel discussion said there are some 50,000 door- 
to-door vendors and “health” lecturers selling a 
variety of worthless products to a gullible public. 

Oliver Field, director of A.M.A.’s Bureau of In- 
vestigation, warned that food supplement salesmen, 
using a “you are what you eat” pitch, are selling 
at high cost their inexpensive and ineffective combi- 
nations of peppermint tea, herbs, vegetables, vitamins, 
and minerals. Absurd health claims are made for 
everything from sea kelp to irradiated peat moss. 

While the products themselves usually are harmless, 
great harm can result if the salesman leads the pur- 
chaser to believe they have the power to cure disease, 
and needed medical care is postponed. 

Field said nutritional quacks operate through an 
appeal to fear and lure the unwary into buying their 
products by advancing the myths that all disease may 
be due to diet, that soil depletion causes malnutrition, 
and that modern foods are over-processed and there- 
fore low in nutrients. 

Food faddists, Field said, are also active in the 
overweight field, selling reducing “aids” which 
promise weight loss without dieting. Appetite depres- 
sants, bulk producers, “medicated” candies and 
cigarettes are among the worthless, and potentially 
dangerous, products offered. 

The third lucrative field of the faddists includes 
“tonics,” “‘rejuvenators,” and ‘‘pep producers’ to 
overcome “‘that tired feeling,” ‘lost manhood’ and 
other assorted and imaginary ills. Some even claim 
their products can cure cancer, diabetes, and other 
diseases. 

Dr. Kenneth Milstead, director of the Division of 
Regulatory Management, Bureau of Enforcement, 
Food and Drug Administration, said the food faddist 
“threatens the lives as well as the pocketbooks of 
our people.” Despite the high educational level of 
the American people, quackery and spurious schemes 
still thrive in all parts of the nation, and the ac- 
ceptance of the faddists and their products is at the 
highest level in history. The food faddist makes the 
old-time medicine man a small-time operator; today’s 
promoter is a sophisticated, smooth-talking individual 
who tosses medical terms around with authority and 
fools many intelligent individuals. 
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Dr. Milstead called for a vigorous public education 
campaign and more and better law enforcement to 
overcome the spreading blight of quackery. The 
nutrition quack, Milstead said, may be a cancer quack 
as well, and so the public must be protected by 
federal action as well as community action. He called 
for concerted efforts to strengthen state and federal 
laws in this area. 

Maye Russ, director of the Drug and Cosmetic 
Division of the National Better Business Bureau in 
New York, pointed out that many food faddists 
utilize advertising in newspapers, magazines and on 
radio and television. One of the major obstacles in 
educating people about quackery is the widespread 
belief that “If it is advertised, it must be true.” 

Miss Russ outlined the activities of the 108 local 
bureaus of the National Better Business Bureau to 
promote truth in advertising and protect the public 
from fraudulence. The Bureau maintains a volume 
of “Do’s and Don’t in Advertising” for media, 
agencies, and advertisers and it urges advertising 
media to require proof for product claims. Bulletins 
citing products with unsubstantiated claims, con- 
sidered to be against the public’s interest, are sent to 
media by the Bureau. 

Warren Whyte, an attorney in the A.M.A.’s law 
division, who served as chairman of the panel discus- 
sion, said cooperation between many volunteer agen- 
cies like newspapers editors’ associations, radio and 
television broadcasters, and other groups has aided 
better policing of advertising. Many advertisements, 
particularly television commercials, have been turned 
down recently, he said, and others are being censored 
by advertising agencies themselves for the sake of 
accuracy. 


35,000 Physicians Take Graduate Training 


More than 35,000 physicians last year took grad- 
uate medical training in 1,400 American hospitals, 
it was reported recently. 

According to the 32nd annual report on graduate 
medical education prepared by the American Medi- 
cal Association’s Council on Medical Education and 
Hospitals, the number of medical school graduates 
taking further training continued to increase in 
1957-58. 

There were 10,198 graduates serving internships 
in 1957-58, an increase of 305 over 1956-57, while 
24,976 were serving residencies, an increase of 1,964 
over the preceding year. The number of hospitals 
offering training increased from 1,372 to 1,400. 

Of the available internship positions, only 17 per 
cent remained unfilled. Eighteen per cent of the 
residency positions were not filled, the report said. 
Many internship positions are filléd by graduates 
of foreign medical schools. 


The report also showed the following items: 

—The average number of intern positions for 
each hospital has increased during the past 10 years 
from 11.3 to 14.2. 

—Rotating internships, which must include train- 
ing on the medical, surgical, pediatric, and obstetric 
services, accounted for 87.6 per cent of the intern- 
ships offered. The others were either straight intern- 
ships in one field or mixed in two or three fields. 

—Church and nonprofit incorporated hospitals 
offered 78.9 per cent of the available internships; 
federal hespitals, 4.7 per cent; nonfederal govern- 
mental, 15.3 per cent, and proprietary (private), 1 
per cent. 

—The federal hospitals had the highest rate of 
occupancy, with the Navy and U. S. Public Health 
Service hospitals having no vacancies. 

—Hospitals in the United States territories and 
possessions and those in New England showed the 
highest rate of occupancy—88 per cent. The region 
having the lowest rate was the East South Central 
with 75 per cent. 

—States with an occupancy rate of 90 per cent or 
above were New Hampshire, District of Columbia, 
New York, Colorado, Connecticut, Iowa, and New 
Jersey. 

—The average monthly cash stipend paid to interns 
continued to rise. Hospitals affiliated with teaching 
institutions raised their stipends from an average of 
$141 in 1956-57 to $155 in 1957-58. Nonaffiliated 
hospitals raised theirs from an average of $177 to 
$197. 

—Residency training was offered in 26 specialties 
and in general practice. Residencies in contagious 
diseases and malignant disease have been discon- 
tinued. 

—Approximately one-third of all residencies were 
offered in surgery, internal medicine, and obstetrics- 
gynecology. Residencies in aviation medicine, der- 
matology, obstetrics-gynecology, ophthalmology, and 
surgery showed an occupancy rate of 90 per cent or 
higher. 


Accidents in the United States 


Accidents, not illness, are the leading cause of 
death among Americans in the younger age group. 
This fact is revealed in a publication prepared by 
Parke, Davis and Company for the medical profes- 
sion. 

Accidents rank first as a cause of death among per- 
sons from one to 36 years of age. They also play an 
important role in the mortality of the aged, as illus- 
trated by the fact that aging persons account for one 
out of every four accidental deaths. 

Sex, too, plays a role. Evidence presented in the 
publication indicates that men are more “‘accident- 
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prone” than women. For instance, of the 93,443 
people killed accidentally in one year, more than 
two-thirds were men. In fact, chances at birth that a 
man will lose his life in an accident before reaching 
the age of 65 are four in 100. This figure is more 
than twice the chance of death from pneumonia, 
influenza, tuberculosis and diabetes combined. 

Where do fatal accidents most commonly occur? 
Motor vehicles head the list with home accidents 
second and accidents at work third. 

Although the number of deaths and injuries from 
motor vehicle accidents has been increasing, the 
publication states, the death rate per 10,000 motor 
vehicles registered has ‘decreased dramatically’ in 
the past 25 years. Estimations are, however, that 
over a 15-year period one person in every 10 will 
be killed or injured in a motor vehicle accident. 

Automobiles and taxis together have the highest 
death rate of the modes of transportation. The figure 
is 2.7 per 100 million passenger miles, compared 
with 0.62 for airlines, 0.2 for trains, and 0.16 for 
buses. 

Surprisingly, most automobile accidents occur in 
clear weather and on dry roads. Approximately 85 
per cent of automobile accidents occurred in clear 
weather last year, and the roads were dry in more 
than 75 per cent. 

The publication also explodes the much _pub- 
licized myth about “women drivers,” pointing out 
that on the average they have fewer accidents than 
men. Last year men were involved in close to 90 per 
cent of fatal and over 80 per cent of nonfatal auto- 
mobile accidents. 


ANNOUNCEMENTS 


American College of Allergists graduate instruc- 
tional course and annual congress, March 15-20, 
Mark Hopkins Hotel, San Francisco. Write Dr. John 
D. Gillaspie, 2049 Broadway, Boulder, Colorado. 


Postgraduate course in fluid and electrolyte balance, 
Wichita, February 7, 8, 9 under direction of Belding 
H. Scribner, associate professor of medicine, Univer- 
sity of Washington. Purpose: to acquaint the general 
practitioner and specialist with a practical approach to 
the problem of planning parenteral fluid therapy. 
Approach based on bedside observations and simple 
bedside tests that the physician can perform with 
emphasis on the fact that the physician can treat fluid 
balance problems physiologically without extensive 
study of fluid balance and without expensive labora- 
tory tests. 


Morning lectures on fundamental principles of 
fluid and electrolyte balance and their application 
in diagnosis and treatment. Demonstration of simple 
bedside tests. Afternoon session devoted to group 
discussions on illustrative cases. Syllabus covering 
main points provided. 

Registration for morning lectures not limited. 
Registration for afternoons limited to 40. Sponsored 
by Education Committee, Midwest Medical Research 
Foundation. All physicians invited. 


First Chicago postgraduate course in arthritis and 
related conditions, full time, February 19-21, Thorne 
Hall, Northwestern University, Lake Shore Drive at 
Superior, Chicago. Tuition $50. Faculty from all 
Chicago medical schools and elsewhere. Write Dr. 
Frank R. Schmid, 303 East Chicago Avenue, Chicago 
11, Illinois. 


Thirtieth annual meeting, Aero Medical Associa- 
tion, Statler Hotel, Los Angeles, April 27-29. General 
chairman, Dr. Charles I. Barron, Lockheed Aircraft 
Corporation. 


Postgraduate course on diseases of the chest, Sir 
Francis Drake Hotel, San Francisco, February 16-20, 
under sponsorship of American College of Chest 
Physicians. Tuition $100. Write the College, 112 
East Chestnut Street, Chicago 11, Illinois. 


Chicago Medical Society’s annual clinical conference, 
March 2-5, Palmer House, Chicago. 


Bulletins outlining requirements for certification, 
American Board of Obstetrics and Gynecology, avail- 
able from Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


Twenty-second annual meeting, New Orleans 
Graduate Medical Assembly, March 2-5, Hotel Roose- 
velt, New Orleans. Clinical tour to Mexico following. 
Write Dr. Maurice E. St. Martin, 1430 Tulane Ave- 
nue, New Orleans 12, Louisiana. 


Tenth annual postgraduate course in medical tech- 
nology, January 5-7, University of Kansas Medical 
Center. Registration fee $15. Write Department of 
Postgraduate Medicine, Kansas City 12, Kansas. 
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ADVERTISEMENTS 


Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very.immature.infant.” 


IN DEBILITATING DISEASE 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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ADVERTISEMENTS 


§ prompt, aggressive 
antibiotic action 

aa reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 

It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 

It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 

It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 

It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


ano ‘wroostatin’® ane squiss TRADEMARKS 
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ADVERTISEMENTS 


cold symptoms 
can be controlled 


This new timed-release tablet provides: 


.- the superior decongestant and antihistaminic 
action of Triaminic 


e+. non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


e+ean expectorant to help the patient expel 


thickened mucus 


the specific antipyretic and analgesic effect 
of well-tolerated APAP 


-«ethe prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet containa: 


(phenylpropanolamine HCl... . 25 mg,; 
pheniramine maleate ....... 12.5 
pyrilamine maleate ........ 12.5mg.) 


Dormethan 
(brand of dextromethorphan HBr). . 30mg, 


Terpin hydrate . . . . « «: » 180mg. 
APAP (N-acetyl-p-aminophenol) . . . 325mg, 


Also available: 
for those who prefer liquid medication — 
Tussagesic suspension 


In each 5 ml.: Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg. 


Tussagesic.timed-release tablets provide 
relief in minutes, which lasts for hours 


tirst—3 to 4 hours of 
relief from the 
outer layer 


then—3 to 4 more hours 
of relief from 
the inner core 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 
Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


*Contains TRIAMINIC to mine noses &, &. and open stuffed noses orally 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska Peterborough, Cenada 


31 


‘ 
- 
| 
{ : 
Ff 
| 
| 
i 
i 
| 
| 
1 
i 
2 
| 
q | 
| 
| 


8. PAT. OFF. 
TRADEMARK, REG. U. 8. PAT. OFF.—THE 
BRAND OF TETRACYCLINE 

RADEMARK, REG. 9. PAT. OFF.—THE 
BRAND OF CRYSTALLINE MOVOBIOCIN SODIUM 
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The Upjohn Company, Katamazoo, Michigan | 


ake new 


(Panmycin; Phosphate plus Albamycin**) 


your 


broad-spectru 


antibiotic 


of first resort 


Available forms: 

1. Panaiba Capsules, botties of 16 and 100 
capsules, Each capsule contains: 

Panmycin phosphate (tetracycline phosphate 
complex) equivalent to tetracycline hydro- 
chloride .. Mg. 
Albamycin (as novobiocin sodium). . .125 mg. 
2. Panalba KM ft Flavored Granules. When 
sufficient water is added to fill the bottie, 
cach teaspoonful (5 cc.) contains: 


Panmyein (tetracycline) equivalent to tetra- 
cycline hydrochloride .............125 mg. 
Albamycin (as novobiocin caicium). .62.5 mg. 
Potassium metaphosphate .........100 mg. 


Dosage: 
?analba Capsules 
Usual adult dosage is 2 capsules q.i.d. 


Panailba KM Granules 

For the treatment of moderately acute infec- 
tions in infants and children, the recom- 
mended dosage is 1 teaspoonful per 15 to 
20 Ibs. of body weight per day, administered 
‘n 2 to 4 equal doses. Severe or prolonged 
“Nfections require higher doses. Dosage for 
adults is 2 to 4 teaspoonfuls 3 or 4 times daily, 
Pir on the type and severity of the in- 
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ADVERTISEMENTS 


both cause and fear 


ATTACKS 
Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
sage 
MILTOWN’ == PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 43C 
1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dee. 1957. 


QP WALLACE LABORATORIES, New Brunswick, N.J. 
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ADVERTISEMENTS 35 


now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathcogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazels 


antitussive—antibiotic - Igesic troches 


# 6 mM MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.., Inc., PHILADELPHIA 1, PA. 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. 
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| If you were to 


Tir 


ene 


; could you 
detect 
the uveitis patient on 


| | M s d rol P Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 


to spot someone else’s Medrol patient. 
Medrol hits 
the disease, 
but spares the 


But in your own patients, you could see the advantages 
of Medrol right away. Why not try it? 


The Upjohn Company, Kalamazoo, Michigan TRADEMARK, REG. U.S. PAT. OFF. — METHYLPREONISOLONE, UPJOHN 
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INTECTIONS 
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© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 


dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 


supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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SAFETY 


antibiotic 
therapy 


remarkable effectiveness 
against the cocci- 

plus a safety record 
unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 


Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those 
dangerous complications. Ob Gott 
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White line on the chart shows the ranges of Filmtab 


-COMPOCILLIN-VK, while the gray line shows the 


medians. Note the high ranges and averages at % 


hour, and at 1 hour. 


Doses of 400,000 units were administered before meal- 


time to 40 subjects involved in this study. 


Now, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 
Dosage: 

Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 

In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPoci.tin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 

units) of penicillin V. At all pharmacies. (J Ahott 


: ; 


the most effective antibiotic 
available against staphylococci 
CRYSTALLIZED 


(RISTOCETIN, ABBOTT) 


PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Coccal 
Infections, Including Resistant Staphylococci and Enterococci’ 


Provides Bactericidal Action Against Coccal Infections’ 


Provides Successful Short-Term Therapy In Endocarditis? 


* 
i 
- 
e17180 


Now, after just 12 months, SPONTIN has become an outstand- 
ing drug of choice against resistant staphylococci, and in 
other serious coccal infections. 

Six papers presented at the Antibiotics Symposium’ re- 
ported the effectiveness of SPONTIN against resistant staphy- 
lococcal infections. Clinical reponses involved enterococcal 
endocarditis, staphylococcal pneumonias and staphylococcal 
bacteremias. Many of these patients were going downhill 
steadily—in spite of treatment by other antibiotics. 

Toxicity? Careful attention to dosage recommendations has 
practically eliminated toxicity and side effects as serious ob- 
stacles to therapy. Also, recent improvements have been 
made in the manufacture of SPONTIN; the drug is now made ¥ 
from pure crystals. A recent report? in the Journal of the \ 
American Medical Association concluded, ‘‘It is our opinion 
that, if proper precautions are observed, ristocetin is a safe 
and potent agent to employ in the treatment of staphylococcal 
infections.” 

If you do not have the revised literature on this lifesaving 
antibiotic, please contact your Abbott Representative soon; 
or write direct to Abbott Laboratories, North Chicago, Illinois. 


INDICATIONS: Against a wide range of staphylococcal, 
streptococcal, pneumococcal and enterococcal infections. A 
drug of choice for treating serious infections, particularlythose 
caused by organisms that resist all other antibiotics. 


DOSAGE: Administered intravenously. In pneumococcal, 
streptococcal and enterococcal infections, a dosage of 25 
mg./Kg. will usually be adequate. Majority of staphylococcal 
infections will be controlled by 25 to 50 mg./Kg. per day. It is 
recommended that the daily dosages be divided into two or 
three equal parts at eight- or 12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized powder, 
representing 500 mg. of ristocetin A activity. 
Be sure your hospital has it stocked. Ob bott 


1, Sixth Annual Sy ium on Antibiotics, Washington, D. C., Oct. 15, 16, 17, 1958, 
2. Antibiotics Annual, 1957-58, p. 187-98. 
3. J.A.M.A., 167:1584, July 26, 1958. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 
January, 1959 


MEDICAL TECHNOLOGY GENERAL PRACTICE SYMPOSIA (3rd 


January 5, 6 and 7 session) 
Symposium on Pediatric Problems 
KANSAS CIRCUIT COURSE January 15 


January 5, 6 and 7 
PULMONARY DISEASE CLINIC 


Eastern Circuit—Symposium on Pediatric Problems January 19 and 20 
Tues.—Manhattan 

Wed.—Hutchinson 

Thurs.—Arkansas City GASTROENTEROLOGY 
Fri.—Emporia January 21 and 22 


Western Circuit-Symposium on Infections and THE OPHTHALMOSCOPE: ITS USE IN 


Infectious Diseases MEDICINE 
Tues.—Concordia January 23 
Wed.—Colby 
Thurs.—Garden City ENDOCRINOLOGY AND METABOLISM 
Fri.—Great Bend January 28 and 29 


DEPARTMENT OF POSTGRADUATE MEDICAL EDUCATION 


University of Kansas Medical Center 
Kansas City 12, Kansas 


For patients over 40, The G POINT (point of a Ea | 
declination in life) can be postponed! AB c DEF = 
Properly balanced Androgen — Estrogen — GuIKrW 
nutritional therapy may prevent premature (GROWTH) MATURATION) (DECLINE) 
aging and damage of gonadal decline and 
nutritional inadequacy. Each Magenta Soft Gelatin Capsule contains: 
Complaints of symptoms such as muscular 2 mg. pr Hel. ped 
pain, fatigue, irritability, and poor appetite 
in the patient over 40 may be the first indi. 10 
cations of three major stress factors in the Ascorbic Acid 30mg. Mangan: V ng. 
aging process: (1) Gonadal Hormonal Imbal- 
ance, (2) Nutritional Inadequacy and (3) Emo- Cobalt________ 0.1 mg. Potassium _________ 2 mg. 
tional Instability. GERITAG is especially for- jor 
mulated to guard against premature damage Vitamin D 400 1.U. Methioni 20 mg. 
and to delay the degenerative process. Vitamin 1 1.U._ Inositol 20 mg. 
Rx GERITAG in preventive geriatrics. —— oe ini 

Also available as injectable. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 


Write for Latest Technical Bulletins. 


postpone. 

‘the 'G" point?.. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 2 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE Y¥ WHEN SPECIFYING ACHROMYCIN V. new biue and mee 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, River, New York Lederte 
*Reg. U. S. Pat. Off. 
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For Real Pain real r 


Each tablot Average Dow: 


200 mg. (3 grains) 
Phenacetii 150 mg. grains) 1 or 2 tablets. { 


Demerol hydrochloride... 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


SIGN OF GOOD TASTE 


4 
i 
t 
| 
4 
WINTHROP LABORATORIES 
@/ drink in all the world. 
4 "REG. US. Bat. OFF 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 


MARCH 2, 3, 4 and 5, 1959 
Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 
both general practitioner and specialist 


Panels on Timely Topics Teaching Demonstrations 
Medical Color Telecasts Instructional Courses 
Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinical Conference should be a MUST on the 
calendar of every physician. Plan now to attend and make your reservation at the 
Palmer House. 


HQUIPMENT, 


FLOWMETERS, CATHETERS, MASKS, CANNULAS— INCLUDING HIGH 
 TREATMEN OUT PATIENT. 


“THROUGHO! 


XYGEN 


HUTCHINSON, KANSJ 


: 
PATIENT 
ALL THE NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, 
REGULAR TRUCK DELIVERY SERVICE. 
i 


ANKLE 


SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE 
*Reg U S. Pat! Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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Service to Doctors of 
Medicine 


General medical supplies 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 
patients 


Munns Medical Supply Co. 


Tenth & Horne 
Topeka, Kans. 


. Telephone 
5-5383 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Aenea 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 
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desioned to be equally effective as both 
7 a MUSCLE RELAXANT 
a TRANOUILIZER 


the first true*TRANQUILAXANT™ 


offering new freedom for your patients... from muscle spasm, | 


from tension and anxiety, from side effects sii acl 


{ <L. tranquillus, quiet; L. laxare, to 
loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (tichtman) 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 
Goop 

FAIR 


EXCELLENT 
EXCELLENT 
EXCELLENT 
Goop 
FAIR 


FAIR 


EXCELLENT 
GooD 
POOR 


POOR 


FAIR 


) 


35 (28%) Poor 


538 (23%) 
21 (17%) 
12 (19%) 


100 (14%) 


EXCELLENT 
EXCELLENT 


EXCELLENT 


GooD 


FAIR 


POOR 


Condition Treated 


A 
i 
j 


TRANCOPAL...the first true “tranquilaxant™ 


Both a muscle relaxant and a calmative agent. 


In musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamate. 


No known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 
depression. 


No perceptible soporific effect, even in high dosage. 


EXCELLENT. 
A4% 


CHOGENIC CONDITIONS 
1163 Patients 


EXCELLENT 
43% 


“TOTAL 4092 Pati 


MAJOR IMPROVEMEN 


84% 


| 
SETINICAL RESULTS IN 40992 PATIENTS. 
} 
i 


Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


Single Dose 


TRANCOPAL 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


Meprobomate 


Daily Dose 


yame as obove, t.i.d 


FOR SAFETY 


TRANCOPAL Meprobamate Zoxazolamine 
Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


= 


FOR CLINICAL EFFECTIVENESS 


43x 


3.1% 
TRANCOPAL Meprobamate Methocarbamo!l Zoxazolamine 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 
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TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94% ) out of 331 treated. 
... In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 


to resume their usual occupations.” (Lichtman) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 

Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


(| Laboratories New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. + Cohen, A. |.: In preparation. * Cooperative 
Study, Department of Medical Research, Winthrop Laboratories. * Gesler, R. M., and Coulston, F.: 
Toxicol. & Appi. Pharmaco!. To be published. + Gesler, R.M., and Surrey, A. R.: J. Pharmacol. & Exper. 
Therap. 122:24A, Jan., 1958. * Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. Therap. 
122:517, April, 1958. Lichtman, A. L. : Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. + Surrey, 
A. R.; Webb, W. G., and Gesler, R. M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 


Printed in U.S.A. 11-58 (3928) 


= 100 mg. 
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- G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in Y2-million flexings that left it bonded as 
tirmly as at time of manufacture! 


PRICES: 5x7—$14.00 8%—$16.50 8x10—$18.00 = 11x14—$23.25 
7x17—$23.50 10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus suppli les 
RESIDENT REPRESENTATIVES 


TOPEKA 
DIRECT FACTORY BRANCH J. W. HELLER 
KANSAS CITY, MO. 710 Pk. Lane © Phone 6324 
112 W. 19th St. ¢ Victor 2-1080 WICHITA 


F. C. LISCUM 
2418 Wilma © Phone 7-1053 


Planning Ahead For 
Your New Clinic 


One of the first decisions in the planning of your new clinic or office building will be 
location. You'll find the trend today is away from downtown congestion to a quiet area 
with a pleasant atmosphere and plenty of room for parking. 


Also important is finding the financing you may need for its construction. Because of 
the importance of experience and reliability in financing, we suggest you consult the 
Mortgage Loan Department of Farmers & Bankers Life. During the past twenty years, 
numerous doctors throughout the state have obtained first mortgage loans from us for 
construction of their new clinic and medical practice buildings. We shall welcome the 
opportunity to take part in your planning also. 


Farmers & Bankers Life 


Mortgage Loan Department * 
INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 


2 
ie 
: 
_ 
t 
= 
4 
| 
: 
= 
| 
4 : 
4 
4 
: 


THE LATTIMORE- FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

D. T. Ferraro, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


The 
Menninger Clinic 


CHILD PSYCHIATRY 
SERVICE 


Robert E. Switzer, M.D., Director 


Outpatient consultation, evaluation, 
and treatment for infants and children 
to 18 years. 

Residential treatment for elementary 
grade children with emotional and be- 


havior problems. 
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CHRONIC 


NFECTIOUS 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORWASE LE 
*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a 5 Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 
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Health 


@ Mladic al Associ: ition 


A Good Buy in 
Dublic Relations 


%¥ Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, IIlinois 


Give your subscription order to a member of 
° local Medical Society Woman’s Auxiliary, 
who can give you Special Reduced Rates, 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL “PHYSICIANS 


SURGEONS 
DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Antibistaminic and Expectorant J 


i of than, marks rag. t. Off. 


Contrat Antitussive Effect — mild, dependable 
Topical Decongestion — prompt, prolonged 


hydroch' 
Thenfadil@ hydrochiorise............. 
Dihydrocodeinone ditartrate ....... 
Potassium: gealacot sulfonate ..... 
Ammonium chloride 


q 
49 
| 
= 
Alt 
60 T0 
ENTR.: d PERIPHERAL 
Both CENTRAL and P | 
4 { 
 ANTITUSSIVE DECONGESTANT ANTIHISTAMINIC 
5.0 mz. 
4.0 meg. 
| 
| 


50 ADVERTISEMENTS 


RADIUM 


(Including Radium Applicators) 


For All Medical Purposes 


Est. 1919 


(Owned and Directed by a Physician- 
Radiologist) 
HAROLD SWANBERG, B.S., M.D., Director 
W. C. U. Bldg. Quincy, Illinois 


Quincy X-Ray & Radium Laboratories 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Our 75th Year... 


PEORIA, ILLINOIS 


PENTAFORT 
of serving physicians of @ Provides BOTH fast and prolonged vaso- 
the Middle West with s — for practical prophylaxis in angina 
e pectoris. 
S| high melt and rigidly e Combines Two (Nitroglycerin and Penta- 
3 e@ Glyceryl Trinitrate (Nitroglycerin) 1/150 gr. 
ee i i ... 15 mg. 
Pharmaceutical Specialties 


Therapy for the menopause syndrome 
should relieve not only the psychic 
instability attendant the condition, but 
the vasomotor instability of estrogen 
decline as well. Though they would have 
a hard time explaining it in such medi- 
cal terms, this is the reason women 


like “Premarin.” 


women like “Premarnin’ 


Doctors, too, like “Premarin,” because 
it really relieves the symptoms of the 
menopause. It doesn’t just mask them — 
it replaces what the patient lacks — 
natural estrogen. 


“PREMARIN@ 


conjugated estrogens (equine) 


Ayerst Laboratories » New York 16, New York « Montreal, Canada 


5840 
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REQUIRING 
PERSONAL EXAMINA- 
NOSIS AND TREAT. 

AT- 
MENT. 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


CHRISTMAS 
SEALS 


FIGHT 


buy yours 
TODAY! 
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FRACTURED 
TIBIA? 


STREPTOKINASE-STREPTODORNASE LECERLE 
*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


Pearl River, New York 
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Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
INVALID LIFTS INVALID WALKERS 


* BRACE SHOP * 
Certified orthotist and skilled technicians 
on duty at all times 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Index to Advertisers 


Abbott Laboratories ...... 37, 38, 39, 40, 41, and facing 36 
Burroughs Wellcome and Company, Inc. ...... Facing 20 
Ciba Pharmaceutical Products, Inc. ...............-+. 20 
Corn Products Sales Company ............ Center section 
Farmers and Bankers Life Insurance Company ........ 47 
General Electric X-ray Department ................. 47 
Hanicke, P. W., Manufacturing Company ............ 46 
Kansas Tuberculosis and Health Association ......... 51 
Lattimore-Fink Laboratories 48 


Lederle Laboratories 
cen ete 9, 13, Center section, 43, 46, 48, and 51 


Medical Protective Gompany 51 


Merck, Sharp and Dohme, Inc. 
8, 14, 15, 35, and facing 12 


Munns Medical Supply Company, 46 
Parke, Davis and Company .... Inside front cover and 3 
6, 18, and 19 
Physicians Casualty Association .................... 49 
Quincy X-ray and Radium Laboratories .............. 50 
Searle end Ganipany: 7 and 29 
Smith, Kline and French Laboratories ........ Back cover 
Southwest Scientific Corporation ................... 52 
Sutton and Case Gommany. Inc. 2... 50 
University of Kansas Medical Center ................ 42 

Upjohn Company ........... 10, 11, 23, 32, 33, and 36 


Winthrop Laboratories, Inc. .. 12, 44, 49, and facing i 


CLASSIFIED ADVERTISEMENTS 


WANTED—General practitioner or internist to organize geri- 
atric group in larger city. To start soon. Write the JourRNAL 
12-58. 


INTERNIST WANTED—A growing group of four physi- 
cians is interested in contacting a Board eligible internist. 
Excellent central Nebraska location, very good salary and 
partnership arrangement. Going into new clinic building to 
be financed by present partners. Write the JourNAL 14-58. 


Wichita: Established general practice. Air conditioned build- 
ing in excellent yy ong fully equipped. Building and equip- 
ment for sale or lease. Should gross $45,000 first year. Will 
introduce. Write the JournaL 15-58. 
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Diuril in chronic heart failure .................. 8-347 
Diuril in treatment of hypertension .............. 10-429 
hypertension and periarteritis 4-141 
intractable heart failure (CLP 8-368 
myocardial ischemia, surgical treatment (thesis) 9-414 
Chemotherapy: antibiotics in tuberculosis ............ 1-8 
Clinicopathological conferences 
glycosuria, weight loss and epigastric pain ......... 12-550 
leukemia, acute myelogenous (C.P.C.) 3-122 
ulcer, chronic, penetrating, of duodenum ......... 6-271 
Committee reports 
child welfare . 5-227; 6-270; 7-322; 8-363; 9-401; 11-477; 11-491 
3-121; 4- 147; 5-224; 7-321; 8-359; 9- 402: 11-505; 12-542 
mental health 5-226; 6-268 
Deafness: examination techniques for evaluating ..... 3-95 
Diabetes mellitus: screening blood sugar tests ....... 2-46 
Diuril 
use in hypertension 10-429 
Drug reactions 
anaphylactic reaction to topicai penicillin ........... 1-7 
aspirin poisoning in children (thesis) ............. 6-278 
Duodenum: chronic, penetrating ulcer with complications - 
Ear: techniques for evaluating deafness ............. 3-95 
Endocrine system: female hirsutism ................+.. 12-527 
Erythroblastosis fetalis: exchange transfusions in 3-83 
Evaluations: realistic medical, for employment of handi- 
Fractures and dislocations: fusion of cervical spine for 
Genitourinary tract 
bladder 
kidney: renal failure (C.P.C.) .....cccesceeseceees 10-446 
ovary: bilateral carcinoma in (tumor conference) 7-326 
testicle: tumors of (tumor conference) ............. 5-232 
ureters: obstruction from iliac aneurysm ........... 6-252 
uterine tubes: salpingography, diatrizoate sodium for 7-308 
Geriatrics 
emotional problema in. (thesia) 7-328 
L-Glutavite, clinical effect in psychiatric hospital 7-310 
Heart (see Cardiovascular system) 
Hernia: diaphragmatic, traumatic, with herniation of 
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Immunizations 

influenza, Asian, effectiveness of vaccination ........ 3-111 

Influenza: Asian, effectiveness of vaccination ........ 3-111 
Liver 

diaphragmatic hernia, traumatic with herniation of 

bematitie, cholangiolitic 1-17 
Lungs 

cancer, value of cytological studies ................ 9-389 
Mental health 

premature cranial suture closure as cause of mental 

proposal for care and prevention of mental deficiency 8-356 
retarded children, proposal for language and commu- 

Musculo-skeletal system 
shoulder, frozen (thesis) 1-26 
spine, fusion of cervical, in fracture-dislocation .... 5-203 
Neraval for intravenous anesthesia ................. 12-534 
Newborn, standards of care for ............ 11-477; 11-491 
Pancreas: Diabetes mellitus, screening blood sugar tests 2-46 
Penicillin: anaphylactic reaction to ........+.seee00s 1-7 
Psychiatry 
adjunctive therapy in mental 5-212 
emotional factor in low back pain .........+++ee0es 8-354 
emotional problems in later life (thesis) (aeesucebas 7-328 
L-Glutavite for geriatric patients ............eseee0. 7-310 
psychiatric hospitalization (symposium) ............ 6-255 
retarded children, language and communication for .. 4-137 
Salpingography using diatrizoate sodium .............. 7-308 
Schizophrenia (thesis) 12-557 
Stomach: gastric ulcer and malignancy (tumor confer- 
Stricture: caustic, Of 3-114 
Thromboembolic disease 
Tongue: carcinoma of (tumor conference) .......... 11-510 
Tuberculosis 
Tumor conference 
carcinoma of breast during pregnancy ............ 9-408 
gastric ulcer and malignancy ..........+.eeeeeeeee 2-63 
ovarian carcinoma, bilateral 7-326 
Tumors 
breast, carcinoma of during pregnancy (tumor con- 

lung, value of cytological studies ................ 9-389 
ovaries, bilateral carcinoma of (tumor conference) .. 7-326 
testicular (tumor conference) .............eeee0e% 5-232 
tongue, carcinoma of (tumor conference) .......... 11-510 
vagina, primary carcinoma Of 3-106 

University of Kansas Medical Center; résumé of prog- 

Urecholine and Banthine: action on bladder ........... 8-352 

EDITORIALS 

American Board of Abdominal Surgery ............ 11-507 


Ethics for the Doctor’s Wife .. 


Medical Assistant Enrichment Course ................ 


Nominating Committee Report 
Nutrition and a State Medica! Society ............ 


One Hundredth Christmas, The. 


Profile of the Practicing Physician ................... 


Reasons for Pride in Our School 
Relative Value Fee Schedule 


murvey Of Hospital. Practices: 


DEATH NOTICES 
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Hinshaw, Dr. Llewellyn Magellan .................6.5 
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Many such 
hypertensives have 
been on Rauwiloid 
for 3 years 
and more* 


for Rauwiloid IS better tolerated... 
‘“‘alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 
*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 


Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 


n side actions 


Enhances safety when more potent drugs just two tablets 


Rauwiloid® + Veriloid After full effect 


alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


one tablet suffices 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 

in severe, otherwise intractable hyper- Ri 
tension. Initial dose, }4 tablet q.i.d. her, 


Both combinations in convenient NORTHRIDGE, 
single-tablet form. CALIFORNIA 


° 
— 
For gratifying Rauwolfia response 
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Stormont Medical Library, 
State House, 
Topeka, Kansas 


Compazine 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


¢ control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


ail for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 


NEW: Multiple dose vials, te 
10 cc. (5 mg./cc.) 


Also available: 


—always carry one in your bag 


Tablets, 5, 10 and 25 mg., in bottles of 50 and,s500. 
Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, § and 25 mg., in boxes of 6. 


a Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained reiease capsules, $.K.F. 
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